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*PERNIVIT’ FOR CHILBLAINS ™” {. 


Tablets of Acetomenaphthone B.P. and Nicotinic Acid B.D.H. Jal 
The vasodilator action of nicotinic acid and the effect of vitamin K in main 
normal vascular permeability and blood coagulability are combined in ‘ Pernivit’ to 
provide a most effective treatment. Bottles of 50 and 500 tablets. 


Literature and samples on request 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.xz 
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H, *.. UEWIs & Co. Ltd. 
“-*MEDICAL PUBLISHERS AND BOOKSELLERS 


MEDICAL AND SCIENTIFIC 
LENDING LIBRARY 


CHRISTMAS HOLIDAYS, 1949 
All Departments will be closed December 26th and 27th 


London : 136 & 140 Gower- street, W. C.1 1 


NATOMY IN THE LIVING MODEL 
By DAVID WATERSTON, M.A., M.D., 

-R.C.S.E., F. SE. 

Bute Professor of Anatomy at the University of St. Andrews. 
276 pages 74 Illustrations 16 Coloured Plates 
Price 15s. net; postage 9d. 

€ can be read and re-read by the student, general 

practitioner, the surgeon and physician.” 

St. BARTHOLOMEW’s Hosp. JOUR. 


Hodder & Stoughton Ltd., 20, ‘Warwick-equare, London, E.C.4 


“Now available 


"PRCENIQUES IN>PHYSIOTHERAPY 
Edited by 
F. L. GREENHILL, S.R.N., M.C.S.P., T.H.T. 
Sister-in-charge, Medical Rehabilitation .; tt Royal Free 
opatel ; Late Sister-in-charge, Rehabilitation Unit, Hill End 
E.M. . Hospital (St. Bartholomew’s); Former Member Council 
of Chartered Society of Physiotherapy 
Assisted by 
B. HEALD, ©.B.E., M.D., F.R.C.P., in Rheumatism and Arthritis. 
J. N. BARRON, F.R.C.S., in Burns and Injuries of the Hand. 
Mr. J. COLSON, M.C.S.P., M.A.O.T., Occupational Therapy in 
Medicine and Surgery. 
Pages 222 +x 8 Plates 
12s. 6d. net, plus 7d. postage 
Hodder & Stoughton Ltd., 20, W: rabies Lente E.C.4 


Demy 8vo 34 Figures 
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MEDICAL BOOKS LTD 
Our 1950 Catalogue is now available, post free on request. 


99, Great Russell-street, London, W.C.1 


{ NDOCRINE DISORDERS IN CHILDHOOD 
AND ADOLESCENCE 
“ag H. S. LE MARQUAND, M.D. (Lond.), F.R.C.P. (Lond.) 
Physician, Royal Berkshire Hospital 

and F. H. W. TOZER, M.D. (Lond.), M.R.C.P. (Lond.) 

Sometime Clinical Assistant, Royal Berkshire Hospital 
Demy 8vo 298 +x pages [Illustrated 15s., plus 5d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 
Fourth Edition Now available 


Pom i OF MEDICAL STATISTICS 
By A. BRADFORD HILL, D.Sc., Ph.D. 
Demy S8vo 252 + xii 10s. 6d. net, plus 5d. postage 
... Should be widely read by members 
of our profession.”’—B.M.J. 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


Second Edition Now available 


YURGERY: A TExtTBooK FoR STUDENTS 


hk By CHARLES AUBREY PANNETT, B.Sc., M.D., F.R.C.S. 
Professor of Surgery, University of London; Director of the 
Surgical Unit, St. Mary’s Hospital, London ; sometime member 
of the.Court of Examiners R.C.S. Eng., and Examiner to the 
Universities of London, M Manchester, and Cardiff 


769 + xiv Price > 278. “6d. net, plus 1s. postage 
Extensively illustrated throughout text 


Hodder & Stoughton Ltd., 20; Warwick-square, London, E.C.4 





196 pages 


MANAGEMENT IN OBSTETRICS 


by ANDREW M. CLAYE, M.D., F.R.C.S., F.R.C.O.G. 


Professor of Obstetrics and Gynecology in the University of Leeds; Surgeon to the Maternity Hospital and Hospital 
for Women, Leeds 


* An unusually attractive book ... each of the thirty-six chapters is a joy in itself, not only for its subject 
matter but for the style and charm of its presentation.’—British Medical Journal. 


17 illustrations 


OXFORD UNIVERSITY PRESS 


12s. 6d. net 























THE LaNceET] 


[Dec. 17, 1949 





aa 


a 


THE LANCET GENERAL ADVERTISER 


6 
ANAHAMIN The established treatment 


for pernicious and other macrocytic anzemias 


EVIDENCE is accumulating that the thera- 
peutic action of liver extract in pernicious 
anzmia depends upon the presence, not 
only of a primary factor, vitamin B,>, but 
upon the presence also of accessory factors 
(F. Clin. Invest., 1949, 28, 791). 

For most cases of pernicious anemia, 








therefore, whether complicated with 
subacute combined degeneration of the 
cord or not, Anahemin is recognised as 
the preparation for effective treatment ; 
this is acknowledged by the pre-eminent 
position held by Anahemin for more than 
a decade. 


“ANACOBIN’ Solution of PURE crystalline vitamin B,, 


Occasionally, cases of pernicious anzmia arise which cannot be treated satisfactorily, 
even with Anahzmin, because of hypersensitivity. For such cases Anacobin is available. 


Further information is available on request. 


THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 


TELEPHONE: CLERKENWELL 3000 


TELEGRAMS : TETRADOME TELEX LONDON 


Anah Ancb/E/3 
































THE THERAPY OF ASTHMA 





NO MORPHIA—NO NARCOTICS 


Physicians’ samples and literature willingly sent on request 


BRITISH FELSOL COMPANY LTD., 206/212 St. John St., London, E.C.1. 


HE treatment of asthma demands consideration 
of underlying causes and factors. The former 
are variable, but the underlying factor—broncho- 
spasm—is always the same. 
Whether the cause is removable or not, the broncho- 
spasm can be treated successfully with FELSOL. 


Chronic cases yield to patient treatment with 
FELSOL—the preparation which has long enjoyed 
the confidence of the medical profession and has 
been prescribed consistently by doctors in hospital, 
private practice and Government Departments. 


20) 10) 4-8) 
for ASTHMA 





Telephone: Clerkenwell 5862. Telegrams: Felso!, Smith, London 
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Third Edition 


Unit ; 


Demy 8vo 


INTRODUCTION TO 


DISEASES OF THE 


By JAMES MAXWELL, M.D. (Lond.), F.R.C.P. (Lond.) 


Physician, Royal Chest Hospital; Physician to the Ministry’s Mass X-ray 
Consulting Physician, Royal National Sanatorium, Bournemouth ; 
late Physician, St. Bartholomew’s Hospital 


; 308 + xii 


12s. 6d. net, plus 8d. postage 
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66 Half-tone Illustrations 
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LTD. 


20, WARWICK SQUARE, LONDON, E.C.4 
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for 
Improving the Diet 
in Winter 


chart of 


malaria 







During the winter months, when colds and other minor 
ailments prevail, it is especially important to pay atten- 
tion to planning the diet. A poor diet over a prolonged 
period may result in mild ill health and this in turn 
tends to reduce resistance to infection ; the winter 
diet should therefore be rich in protective foods. 

A useful protective food which can be administered 
easily in many ways is to be found in Marmite. This 
yeast extract supplies essential vitamins of the B, 
complex and within the limits of the amount consumed 
is a useful source of predigested protein. 


MARMITE 


yeast extract 


contains 


Riboflavin (vitamin B,) 1.5 mg. per oz. 
Niacin (nicotinic acid) 16.5 mg. per oz. 


Obtainable from Chemists and Grocers 
Special terms for packs for hospitals, welfare centres and schools 


Literature on application H 
THE MARMITE FOOD EXTRACT CO., LTD. 


35, Seething Lane, London, E.C.3 
4912 











Temperature 


benign tertian 
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DAYS FIRST SECOND THIRD FOURTH 


the absence of a true causal 


prophylactic, quinine is still 
the most effective schizonticide in 


the treatment of malaria 


Jars : l-oz. 8d., 2-oz. 1/1, 4-0z. 2/-, 8-oz. 3/3, 16-0z. 5/9 H OWA R D $ 0 F ] L F 0 R D 


Zh, es : 
t:0i makers o uinine salts since 1823 
NX of q 


HOWARDS & SONS LTD «: ILFORD NEAR LONDON 








PRE-NATAL DIET 


and the course of PREGNANCY 


The normal functioning of the reproductive organs during 
pregnancy depends, among other things, upon an intake of 
vitamins and minerals. 

Medical opinion is gaining ground that an increased 
quantitative requirement for Vitamin B is indicated in late 
pregnancy and the early puerperium. Its administration 
during the period before childbirth has resulted in less 
vomiting and nausea and in marked improvement in the 
nutritional value of the breast milk. In order to assure 
the building of the foetal bones im utero and a supply of a 
necessary constituent of the breast secretions, the importance 
of calcium is also established. 

In Supavite Capsules the practitioner has at hand a com- 
bination of these and other essential vitamins and minerals 
in scientifically balanced form of particular value in 
maternity cases. 


SUPAVITE 


CRPSULES ~— 
THE /ANGIER CHEMICAL CO. LTD., 86 CLERKENWELL RD., LONDON, E.C.1 


The value of the constituents of ‘ Supavite’ in pregnancy 
may be summarised as follows : 
Vitamin A 
Assists growth. Anti-infective and anti-xerophthalmic, 
Vitamin B, 
Assists growth. Aids functions of the gastro-intestina] 
tract and the nervous system, 
Vitamin B, (G) 
Maintains nervous stability, healthy skin, Assists digestion. 
Vitamin C 
An adjuvant in lacteal secretions. 
Vitamin D 
Maintains calcium-phosphorus balance in the blood. 
Mobilises bone-forming substances. 
Vitamin E 
The fertility or anti-sterility vitamin, 
Nicotinamide 
Essential for the health of the skin and alertness of the 
brain. 
tron 
For correcting tendency to anz#mia, 
Calcium 
An aid to formation of foetal skeleton and enrichment of 
breast milk. 
Phosphorus 


Necessary in general metabolism and the nutrition of 
the nervous system. 
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New kdition Now Ready 


PENICILLIN 


ITS PRACTICAL APPLICATION 


By Professor Sir ALEXANDER FLEMING, M.B., B.S., F.R.C.P., 
F.R.C.S., F.R.S. Professor Emeritus of Bacteriology, Uni- 





versity of London; Principal, Wright-Fleming Institute of 


Micro-biology, St. Mary’s Hospital Medical School, London. 


The great advances in knowledge and experience of penicillin since 1946 have made the second 
edition of this famous work inevitable. 


Extensive additions and alterations have been made, and dosages of penicillin have been 
standardized so far as possible throughout the book. An entirely new chapter on streptomycin 
provides a valuable source of reference for comparing the actions of the two antibiotics and for 
ascertaining the indications for therapeutic use. 


As in the first edition, the subject-matter covers all branches of medicine. No practitioner can 


afford to be without this new edition, for the potentialities of penicillin are enunciated with 
all the weight of authority. 


Pp. xii + 471 + Index. 63 iMustrations 
Price 30s., by post 1s. 3d. extra 





BUTTERWORTH & Co. (Publishers) Ltd., Bell Yard, Temple Bar, London, W.C.2 
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MEDICAL RESEARCH COUNCIL 
Recent Publications 





A Wise Provision — 


A Study of Individual Children’s Diets 


by E. M. Wippowson. (1947.) Special Report 
Series No. 257. 6s. (6s. 5d.) [$1.40] 


TO APPOINT LLOYDS BANK 


AS YOUR EXECUTOR 
The Murine Type of Tubercle Bacillus 
(The Vole Acid-Fast Bacillus) 
by A. Q. WeLts and A. H. T. Ross-Smiru. 
(1946.) Special Report Series No 259. 

2s. (2s. 2d.) [50c.] 


Your friends will be grateful to you for 


sparing them the irksome duties of exe- 
Studies in Air Hygiene 


by R. B. Bourpitton, O. M. LipweLt and 
J..E. Lovetock, with others. Special Repert 
Series No. 262. Ts. 6d. (8s.) [$1-70.] 


cutorship. 
Your dependants will appreciate your 


foresight in arranging for your affairs 
Government Publications: Sectional List No. 
12 (1949) 
A catalogue of all publications of the Medical 
Research Council and their Industrial Health 
Research Board. Free of charge. 


to be dealt with by those having the 


experience and the organisation to ensure 





that your wishes are promptly and 


Prices in brackets include postage efficiently carried out. 








H.M. STATIONERY OFFICE 
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P.O. Box No. 569, LONDON, S.E.1; EDINBURGH; Let LLOYDS BANK . 
MANCHESTER; CARDIFF; BRISTOL; BIRMINGHAM: 
BELFAST; or through any bookseller, and from look after your interests 1077 
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VAGINAL TABLETS 


Clinical trials have proved U-F-l, a non-toxic 
surgical prophylactic, to be of particular value 
in the treatment of leucorrhcea, monilial 
vaginitis and associated conditions. 


The compressing of this non-irritating 
water-soluble salt into tablets has presented an 
efficient and convenient form of treatment. 
U-F*l Vaginal Tablets contain 15°5 grs. (1 gm.) 
of U-F:l Powder. They disintegrate easily 
and being soluble in vaginal secretions 
diffusiqn into the fornices readily occurs. 


Bottles of 20, 100 and 500 tablets. 
Detailed literature on request. 





DistriButors to the Medical Profession 


CHAS. F. THACKRAY, LTD., 


Park St., Leeds, 1, and at 38 Welbeck St., London, W.1 


A Product of 


Southon Laboratories Ltd., London, S.W.I5 








MANY DOCTORS KNOW 


and advise use of 


RESINOL 
OINTMENT 


ARE YOU AWARE OF ITS 
HEALING PROPERTIES ? 


RESINOL is well known in the Medical World, 
especially for the treatment of ECZEMA, BOILS, 
and HAMORRHOIDS, for which purpose it was 
extensively used during the war. 


A simple economical resorcinol preparation com- 
pounded from a doctar’s prescription, it is perfectly 
safe and reliable. 


RESINOL Ointment is obtainable in jars, price 
3/10 and 6/4% (inclusive of purchase tax). Also 
RESINOL impregnated toilet soap and shaving stick. 


THE RESINOL CO. 
12, FITZROY STREET, W.| 











- 


INSULIN A.B. The original unmodified type. 


Immediately effective but acting for a relatively 
short time. 


GLOBIN INSULIN (with Zinc) A.B. A_ 


combination of insulin and globin which has 


a slower and more prolonged action than 
Insulin A.B. 


PROTAMINE ZINC INSULIN A.B. A 
suspension of insulin precipitated by pro- 
tamine which is absorbed slowly, thus delaying 
the initial action and prolonging the effect for 
24 hours and upwards. 


. . - but in the selection 
" of insulin for the control of 
carbohydrate metabolism it 
assumes an even greater 


significance. 


With speed of action and duration of 
effect all-important factors, physicians 
have in the three grades of Insulin A.B. 


a means of meeting individual requirements. 


e 
Insulin A.B. | 
Joint Licensees and Manufacturers : 
Ay } ALLEN & HANBURYS LTD. 


me mx THE BRITISH DRUG HOUSES LTD. 
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Tale pipe forglve, 2 handful... 


% iA “ Against ye falling sickness (epilepsy) take 
purple foxgloves, 2 handfuls of the leaves ... 
boil in beer or old ale and drink ye decoction.” 
Digitalis therapy has passed many milestones 
since that was published in 1644. ‘Crystodigin’ 
brand Crystalline Digitoxin is the crystalline 
glycoside from the prime leaves of Digitalis 
| . purpurea, and is digitalis in its purest form. 
las --.99 Uniform and stable, it is completely ab- 
a . sorbed and slowly eliminated. A full digi- 

talising dose can be administered without 
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ck. MARK 
- Available in 0-1 mg. 
: CRYSTALLINE DIGITOXIN en abe 
Literature available on request. 
TRAQE MARA 4 
on €Li ESESCY AMO. COMPANY LIMITED, BASINGSTOKE, HANTS 
Each fluid ounce contains: 
° De ccna actteccscserscess 80 mgm. 
Ammonium chloride ....... 12 grs. 
Sodium citrate ............++ 5 gts. 
COIR cis 00si -ckstnccvsenen 1} mins. 
PORE © sini candi sesgnitnciysis 1/10 gr. 
The ability of ‘Benadryl’ to relieve the cough and other distressing symptoms 
associated with the “common cold” represents still another clinical appli- |= d 
. | {r 
cation of this remarkably versatile drug. ‘Benylin’ Expectorant | BENYE. 
not only relieves coughs, but is also effective in alleviating yin 
nasal stuffiness, sneezing, lachrymation and bronchial congestion. — 
® Adult dose : 1-2 teaspoonfuls. In 4, 16 and 80 fl.oz. bottles 
PARKE, DAVIS & COMPANY 
HOUNSLOW, MIDDLESEX = Zelephone: HOUnstow 2361 (11 lines) 
“ Inc. U.S.A., Liability Ltd. 
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CONTINUOUS PERFORMANCE 


In Gelusil* Tablets the recognizedly prompt and effective antacid 
virtues of aluminium hydroxide are fortified by magnesium 
trisilicate to provide sustained neutralization in peptic ulcer 
and related hyperchlorhydric states. 
Gelusil contains a specially processed, partially de- 
hydrated alumina which is virtually incapable of 
reacting to produce soluble chloride; “* alumina 
constipation ” is thus practically eliminated. Gelusil 
provides prompt, uncomplicated and continuous 
antacid therapy. 
GELUSIL is supplied in boxes of 50 tablets. It is avail- 


able in bulk packages of 500 tablets for dispensing only. 
Not subject to Purchase Tax when used on prescription. 





*TRADE MARK REG. 





WllamR WARNER and@ld 


POWER ROAD, LONDON W.4. 








pathy 





APATHY or listlessness are symptoms commonly 
observed in debility states but, despite clinical 
tests, the cause often remains obscure. These are 
the circumstances in which the possibility of 
conditioned B-avitaminosis should be considered. 
A preparation containing all B-Complex factors, 
* BEPLEX’ will speedily resolve doubts on the 
vitamin etiology of symptoms, and restore any 


deficiencies that have arisen. 


‘ Beplex’ 


Elixir and Capsules 





JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 (eth) 
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HE prompt intranasal use of ‘ Sulfex’ often 

shortens the course of the common cold by 
aborting secondary infection and guarding against 
dangerous sequelae. The suspension of micro- 
crystalline sulphathiazole forms a fine, even 
‘frosting’ over the nasal mucosa, and makes 
possible the maintenance of high local concentra- 


@ An aqueous suspension of micro- 
crystalline (‘ Mickraform’) sulpha- 
thiazole, 5%, in an isotonic solution of 
‘ Paredrinex’, 1% (pH 5°5 to 6°5). 
Issued in 1-oz. bottles. 


--.- guard against the sequelae 









of the common cold 


tions with the minimum of systemic absorption. 
The decongestive action of ‘ Paredrinex’ renders 
the tissues more accessible to the sulphathiazole 
and promotes ventilation and drainage. 

The best-results are obtained when the patient 
assumes a dependent head-low posture for adminis- 
tration. 


*‘SULFEX” 


Vasoconstriction in minutes... 


.. . bacteriostasis for hours 


MENLEY & JAMES, LTD.,123 COLDHARBOUR LANE, LONDON, $.E.5 
for Smith Kline & French Int. Co., owner of the trade marks © Sulfex’, *‘ Mickraform’, ‘ Paredrinex’ 
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RAPID, SUSTAINED 
4-WAY RELIEF 


INTESTINAL INDIGESTION 
GALLBLADDER STASIS 


BIDUPAN 


(formerly Intestinol Concentrated) 





Better bile flow and drainage ; digestion of 
albumin, carbohydrates, fats ; stimulation 
of pancreatic secretion; removal of intes- 
tinal fermentive factors. Try rapidly effective 
BIDUPAN to speed relief in biliousness, 
intestinal indigestion, and recurrent flatu- 
lence. Bottles of 50 and 100 tablets. 





A HIGHLY POTENT 
MUSCLE EXTRACT 


Cammacton 


helps improve cardiovascular circu- 
lation and vitality in 


ANGINA PECTORIS 
PERIPHERAL VASCULAR DISEASE 
ARTERIOSCLEROSIS 


Provides dependable vasodilator and depressor 
benefits which help establish collateral circu- 
lation and promotes cardiovascular tone. 


I c.c. and 2. c.c. Ampoules (injection) 
30 c.c. vials (oral administration) 





CAVENDISH CHEMICAL CO. (NEW YORK) LTD. 
SOLE DisTRIBUTORS: JOHN BELL, HILLS & LUCAS LTD. 
OXFORD WORKS, WORSLEY BRIDGE ROAD, LONDON, S.E.26 
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3 gl ATIG RELIEF OF INFLUENZA 


An outstanding advantage of Veganin* is the rapidity 
of its action. In influenza, headache and muscular pain are 
promptly alleviated; the temperature is reduced; exhaustion and 


restlessness yield to its sedative influence. The distressing “* influenzal 


cough ” is relieved and beneficial sleep ensured. By conserving the 
patient’s defensive energies, Veganin acts prophylactically against 


bronchial and pneumonic complications. 


« 


VEGANIN is supplied in tubes of 10 and 
20 tablets. It is available in bulk packages of 
100 and 500 for dispensing only. Not subject 
to Purchase Tax when used on prescription. 


Uillam R WARNER e@dGZZ rower 





* TRAVE MARK REG, 


ROAD, LONDON, W .4. 

















CLANOIW 
LIVER AND YEAST CONCENTRATE 


Combining Liver Extract, Yeast, Vitamins B, and B, 
Nutritional adequacy is a fundamental requisite for normal convalescence. 
**GLANOID ”’ LIVER AND YEAST CONCENTRATE is an excellent nutritional 
adjuvant, not only because of the nutritional factors it contains, but also 
because of its tonic effect and stimulating action on the appetite. It hastens | 





convalescence and helps overcome lassitude, fatigue and malaise. Furunculosis 


and inflammatory or ulcerative lesions of the mucous membrane may yield also 
to Liver and Yeast therapy. 


**GLANOID ”’ LIVER AND YEAST CONCENTRATE is absorbed rapidly and 
its physiological stimulating effect is noted promptly. 


Packed in 4, 8, and 16 oz. bottles. Ample supplies available. 


WRITE FOR LITERATURE AND SAMPLES TO— 


THE 
Telephone : b e Telegrams : 
CLERKENWELL firm our La oratories « ARMOSATA-PHONE ” 
9011 


LONDON 
LINDSEY STREET - LONDON - E-C-1 
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HYALURONIDASE for 


HYPODERMOCLYSIS 


‘Hyalase 


(BENGER) 














A Standardised Preparation of the Enzyme Hyaluronidase Designed to 
Ensure Stability and High Activity with Freedom from Toxicity and 
Anaphylactogens. 


- INDICATIONS: Subcutancous Infusions of : Saline, 


Dextrose and Plasma, especially in children. 





REFERENCES 


J. Exper. Med., 50, (1929), 327 
J. Path. Bact., 33, (1930), 1045 
J. Exper. Med., 85, (1947), 77 
Bact. Rev., 6, (1942), 197 

J. Pediat., 30, (1947), 645 

J. Pediat., 34, (1949), 559 
Lancet, 2, (1949), 505. 


Pe eS 8 


Presented in boxes of 5 and 20 ampoules, each ampoule 
containing 1000 Benger units of sterile powder, 
sufficient for the infusion of 500 to 1000 ml. fluid. 


| Literature and information available upon request to the 
Medical Department. 


BENGER’S LTD. 


A division of British Chemicals & Biologicals Ltd., 


HOLMES CHAPEL, CHESHIRE. 
Telephone: Holmes Chapel 3112 









































ree 


THE LANCET] 


THE LANCET GENERAL ADVERTISER 





[Dec. 17, 1949 











When glycogen-laden epithelial cells and Déder- 
lein’s bacilli are absent from the vagina, the pH 
rises, and pus cells, Trichomonas vaginalis and 
pathogenic gram-negative bacteria appear. 


Acetarsol 
Vaginal Compound 


WITH FLAVAZOLE 
Boots 


provides carbohydrates and boric acid to restore the 
pH and other conditions favouring the growth of 
Doderlein’s bacilli, acetarsol, a tested trichomon- 
acide and flavazole, an antiseptic active against 
both gram-positive and gram-negative pathogenic 
bacteria. 


Acetarsol Vaginal Compound 
with Flavazole-Boots 


Tablets each containing 4 grains (0.25 G.) of Acetarsol 
B.P. and 0.2% of Flavazole. Bottles of 25 and roo. 
Powder for insufflation containing 12.5% of Acetarsol 
B.P. and 0.2% of Flavazole. 


Acetarsol Vaginal Compound-Boots 


Tablets each containing 4 grains (0.25 G.) of Acetarsol 
B.P. Bottles of 25 and roo. 





Literature and further information from the Medical Dept. 


BOOTS PURE DRUG CO. LTD,, NOTTINGHAM, ENGLAND 
S.47 
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THE ‘METHEDRINE ?w INHALER 

@ Promptly relieves nasal congestion 

@ Does not sting or irritate nasal mucosa 
@ Is of improved design 


@ Is easily taken apart for cleaning 
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medication 





BURROUGHS WELLCOME & CO. 


(The Wellcome Foundation Ltd.) 


LONDON 





ASSOCIATED HOUSES: NEW YORK + MONTREAL + SYDNEY 
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PREPARATIONS 
FROM GLAXO 


Outstanding among the advantages of crystalline penicillin G are its high 
degree of purity and stability, and its relative freedom from allergic effects 
. . . advantages which are realised in these three preparations recently 


introduced by Glaxo Laboratories. 


PROLOPEN is an oily suspension containing in each 1 cc. 300,000 units of procaine 
penicillin G and 100,000 units of crystalline sodium penicillin G, with aluminium 
stearate. An intramuscular injection of 1 cc. provides antibacterial action prolonged 
for at least 24 hours, and gives a markedly higher concentration during the first few 
hours. In addition to the conditions where the initial peak concentration is essential, 
Prolopen is also indicated in all infections treated with earlier penicillin suspensions. 
In 10 cc. vials 


CRYSTALLINE PENICILLIN G OINTMENT Glaxo contains 2,000 units penicillin 
per gram—this increased potency facilitating short-term, intensive therapy. The oint- 
ment is indicated in all superficial skin diseases caused by penicillin-sensitive bacteria. 
In $-oz. tubes 


CRYSTALLINE PENICILLIN G EYE OINTMENT Glaxo contains 25,000 units 
penicillin per gram in a base which secures maximum stability of the penicillin con- 
tent. Such exceptional concentration of the pure crystalline material is well tolerated 


and encourages penetration into the ocular tissues. Jn / drachm tubes 
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PEPTIC ULCER CASES REVIEWED AFTER 


TEN YEARS 
EFFECT OF MEDICAL TREATMENT AND INDICATIONS 
FOR GASTRECTOMY 


LAURENCE MARTIN 

M.D. Camb., F.R.C.P. M.B. Lond. 
PHYSICIAN MEDICAL REGISTRAR 
ADDENBROOKE’S HOSPITAL, CAMBRIDGE 


ALTHOUGH peptic ulceration is one of the commonest 
contemporary diseases, the prognosis at the onset of any 
individual case is uncertain and the response to medical 
treatment or the need for eventual surgery is unpre- 
dictable. The very nature of the disease is a major 
obstacle to acquiring knowledge of these fundamental 
matters. For peptic ulceration, while frequently chronic, 
is not necessarily incapacitating, and hospital treatment 
may be dictated only by the appearance of a major 
complication. 

Self-treatment is common and medical advice may 
seldom or never be sought. Thus when hospital treatment 
is essential the cases are usually severe or complicated, 
and mild or early ones are seldom admitted. After 
admission responsibility for the patient is inevitably 
divided between the physician, surgeon, and radiologist, 
who each contributes his own limited services according 
to circumstances. Thus it is exceptional for all those 
concerned with a case to have a comprehensive vista 
of its whole course. This fact is reflected in the vast 
and specialised literature, which tends to divide rather 
than to unify our knowledge of peptic ulceration. Papers 
are typically concerned with statistics of incidence, 
animal experiments, X-ray findings, surgical techniques 
and short-term results, the vaunting of ephemeral 
medical cures, and treatments for hemorrhage. We 
have been unable to discover any series of cases in this 
country which provides a follow-up survey of ten years, 
and very few from elsewhere. 

A resort to surgery for peptic ulceration is generally 
regarded as a failure of medical measures; but the 
question as to whether medical treatment can in fact 
influence the natural course of the disease has scarcely 
been considered. It must be admitted that orthodox 
treatment by milk diet and alkalis, and even unorthodox 
remedies, will usually relieve the pain of a relapse. 
But this is not synonymous with healing of the ulcer 
or any guarantee against future trouble even though the 
treatment is continued indefinitely. Moreover, the 
radiological healing of an ulcer is still a questionable 
proof of the effectiveness of any medical treatment, for 
it is known to take place under the simple influence of 
rest or admission to hospital. We believe that the only 
way of assessing the worth of any treatment in a fre- 
quently chronic disease like peptic ulceration is by a long- 
term follow-up survey which will show whether or not 
the natural course has been influenced for the better. 
The assessment of the effectiveness of prolonged medical 
treatment for peptic ulceration is an important matter 
now that one of its main -props—the hazard of gastric 
surgery—is being steadily knocked away by skilled hands. 
Moreover, it is becoming more and not less difficult 
in our present social and economic circumstances for 
ulcer patients to attain such dietary ideals and mental 
tranquillity as are said to promote quiescence. Finally, 
the pathetic gratitude of patients at long last relieved by 
surgery emphasises the burden of human misery which 
may have to be borne during the prolonged medical 
treatment of a chronic peptic ulcer. 


Nintan Lewis 


PRESENT SURVEY 


We have followed up, in 1948 and 1949, all the 
undoubted cases of peptic ulceration which were admitted 
6590 


_ ORIGINAL ARTICLES © 
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to the medical and enrgionl wands: of sddudeshe 8 
Hospital! during the five years 1934-38 inclusive. There 
is thus a minimum follow-up period of ten years, and the 
results should be representative of those from any 
moderate-sized provincial hospital. Apart from essential 
surgery dictated by perforation, the majority of patients 
were treated medically, and the material is thus suitable 
for the assessment of medical treatment as the prime 
object. 

The criteria adopted tor the inclusion of a case in the 
series were either the unequivocal radiological demon- 
stration of an ulcer crater or its verification at operation 
or necropsy. There are thus no doubtful cases. These 
criteria, however, must necessarily have excluded some 
cases of hemorrhage from ulcers which had healed by the 
time that a barium meal could safely be given, and 
others—particularly duodenal—in which scarring or 


local tenderness was only presumptive radiological 
evidence of ulceration. 


SURVEY METHODS 


A total of 195 cases were traced (vide infra) and the 
great majority were interviewed and examined at 
hospital or at their homes. When this was impossible a 
postal questionnaire was submitted. It was neither 
necessary nor desirable to submit all cases who attended 
the hospital to a barium-meal examination, but this was 
carried out if possible on all cases of doubtful activity 
and on some which were evidently active and in‘need of 
tréatment. Thus those which were clinically inactive 
were not X-rayed and the whole assessment of activity 
or otherwise was esseritially clinical. 


~ 


Oriteria of Activity or Inactivity 


A history of characteristic ulcer dyspepsia during the 
five years before follow-up was held to constitute activity, 
and the absence of such symptoms was accepted as 
inactivity. We avoided the word “cure” because 
experience shows that an ulcer may sometimes recur, or 
a new one appear, after a longer interval than five years. 


Regimen Before Follow-up 

Patients were questioned in detail as to whether they 
had or had not adhered to a regular regimen of alkaline 
powder and diet since discharge from hospital in 1934-38. 
As a result, we were able to classify them into three 
groups—regular regimen, occasional regimen, and none. 
These details were not. available for the patients who 
were dead or untraced ; but, in the former, we knew in 
many instances whether their ulcers were active at the 
time of death. 


Material 
The hospital records for the five-year period of 1934-38 
showed a total of 356 inpatient cases of peptic ulcer 


TABLE I-—-THE MATERIAL 




















Type of ulcer Dead Traced iu ntraced| Total 
Me as i th i oe 
Duodenal .. + | 35 62 | 8 105 
Gastric + duodenal | 10 10 a 20 
: Total ES 142 = | 195 m 19° 3 6 


which fulfilled our criteria. Of these 337 (91-8° 
accounted for as shown in table I. 

In the gastric + duodenal cases the ulcers had been 
simultaneous or consecutive. Cases of anastomotic 
ulcer are included under the heading of the primary 
ulcer. . 

The sex ratios are shown in table 11. 
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TABLE II-—-SEX RATIOS 





Type of ulcer Males Females | Ratio M:F 





Gastric = ww Sw. | 178 lls ig PTX ge 
Duodenal .. ee 92 13 | Eee 
Gastric + duodenal 18 2 | 9-0: 1 
~ ‘Total 3 e 988 est 3 68 o * 4-231 cae 


CASES KNOWN TO BE DEAD 


Of the 356 cases 142 were known to be dead (table 1) : 
75 died as a direct result of their ulcers (table m1), 61 
from other causes (table Iv), and 6 cases of gastric ulcer 
from carcinoma of the stomach. For these last the 
diagnosis was confirmed by necropsy in only 2 and we 
have no evidence that carcinoma arose from the ulcers 
previously known to be present. 

If we take the 75 patients who died as a direct result 
of peptic ulcer and the 23 who died from other causes 
but with active ulcers, we may say that at least 98 (27-5%) 
of the 356 in the series died with active peptic ulceration 
within the follow-up period of ten to fourteen years. 
This figure might be slightly higher if 19 cases had not 
been untraced. 

UNTRACED CASES 


In all, 11 gastric and 8 duodenal cases were untraced 
(8% of the series). Of these, 3 are known to be alive, 
but some, in view of calculated present ages, are 
probably dead. 


TRACED CASES: ASSESSMENT OF MEDICAL TREATMENT 


At follow-up there were 123 gastric and 62 duodenal 
cases who were traced or examined. They had under- 


TABLE III—DEATHS AS DIRECT RESULT OF ULCER 


| 


Cause Gastric |Duodenal ld Total 
ies Toe ok Ae Lae 
Perforation operation .. 21 7 2 30 
Perforation. No operation 5 2 is 7 
After gastrectomy. . oe 6 1 2 9 


After gastro-enterostomy . . 


After other operations for 
ulcer i a2 


a Ba 20 6 75 





gone various treatments either while in hospital in 
1934-38, before, or afterwards, and were classified as 
active or inactive (table v) according to whether there 
was a history of characteristic uleer dyspepsia during 
the five years preceding our inquiry. Of the 123 gastric 
cases 50% were active and 50% inactive (62 and 61 
sases); of the 62 duodenal cases 38 (61%) were active, 
and 24 (39%) inactive. 

For the assessment of medical treatment it was 
considered fair to include patients who had undergone 
the simple repair of a perforation, but those who had 
been subjected to gastro-enterostomy and gastrectomy 
were excluded. Thus 96 gastric and 43 duodenal cases 
were available for the assessment of medical treatment 
and were subdivided according to the dietary regimen 
which they had followed since 1934-38 (table v1). 

This table shows that 42 (44%) of 96 gastric cases and 
14 (32-5%) of 43 duodenal cases were inactive at follow-up. 
It also shows that perseverance with a regular regimen 
of diet and alkalis by 39% of active gastric and 65-5% 
of active duodenal cases, and an occasional regimen by 
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54% of active gastric and 31% of active duodenal cases 
had not caused healing of the ulcers. Conversely, the 
abandonment of treatment by 55% of inactive gastric 
and 57% of inactive duodenal cases had not adversely 
affected the progress of healing of the ulcers. These 
results suggest that the continued activity of both 
gastric and duodenal ulcers favoured perseverance with 
the ulcer regimen and that inactivity encouraged abandon- 
ment of treatment. This is only human nature or common 
sense on the part of the patients. Thus we may suspect 
that the natural course of the ulcer towards healing or 
chronicity determined perseverance or otherwise with 
treatment and not vice versa. 


Subsequent Hemorrhage and Perforation 

To test this hypothesis further we examined the 
effect of regimen upon the occurrence of subsequent 
hemorrhages and perforations after the patients left 
hospital in 1934-38. 


TABLE IV-——DEATHS FROM OTHER CAUSES 


Uleer Ulcer | Activity 


Type of ulcer active | inactive | unknown | Total 
meee es 16 = ee: : ) ee: 
Duodenal 7 oa 6 l 8 15 
Gastric + duodenal . . 1 net 3 4 
ee ‘Total < 3 ae 23 10 28 | 61 Fig 


Taking the active and inactive gastric, and the active 
and inactive duodenal cases together, we found that 
13 (14%) of the 96 gastric cases and 11 (25%) of the 43 
duodenal cases had sustained subsequent hemorrhage. 
Of the 13 gastric cases 5 had followed a regular regimen 
and 8 had occasional treatment, and of the 11 duodenal 
cases 9 had taken a regular regimen, 1 had occasional 
treatment, and 1 had none. Thus hemorrhage took 
place in only 1 of those who had abandoned treatment. 
Only 2 gastric and 2 duodenal cases perforated, of which 
1 had taken regular treatment, 2 occasional treatment, 
and 1 no treatment. 

We cannot say what would have happened if none of 
the cases had taken diet or powder, but it istmoteworthy 
that only 1 hemorrhage and 1 perforation took place 
among those who had abandoned it. The facts suggest 
again that the natural course of the disease was not 
influenced by medical treatment. Those cases which were 
active persevered with their regimen and also suffered 
complications, while those who were inactive abandoned 
treatment and had no trouble. 


Effect of Length of History on Follow-wp Resulis 

It is a matter of common observation that some 
peptic ulcers heal quickly without relapse, some show a 
tendency to heal over a period of several years, and 
others pursue a relentless course to chronicity. Which 
course will be followed by any one case cannot be predicted 


TABLE V—RESULTS AT FOLLOW-UP 

See oF Set Ge 
Duo- | Duo- | Total 
denal denal | duo- 
active |inactive| denal 


Gastric, Gastric | Total 


Treatment | active | inactive gastric 





Medical .. 46 30 76 24 Mt 
Medical +4 | 
suture of 
perfora- | 
tion 2% 8 12 20 5 2 7 
Gastro-en- | 
terostomy 4 10 14 6 6 | 12 
Gastrectomy 4 9 13 3 4 | 7 
Total 62 61 123 3 ee See ee 
(50%) | (60%) (61%) | (389%) | 
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at the onset and can only be recognised in retrospect. 
In a long-term survey, therefore, it is possible to detect 
in the results the influence of ulcers which have different 
courses. Thus, if we classify the cases which were 
respectively active and inactive at follow-up into groups 
according to the length of their histories before hospital 
treatment in 1934-38, we find a significantly higher 
proportion of those with a short history in the inactive 
group (table vm). This finding was also noted by 
Natvig et al. (1943), Qvigstad and Rémcke (1946), 
and Malmros and Hiertonn (1949). 

Thus for the gastric cases there was a quite signifi- 
cantly- greater chance of cases clearing up and being 
inactive ten years later if they had a short rather than 
a long history at the time of admission to hospital in 
1934-38. The difference is not so marked in the duodenal 
cases but the trend is the same and supports the 
finding for gastric cases. 

That this effect was not due to a greater effect of 
medical treatment in cases with a short history is shown 
in table vii which sets out the regimen followed by active 
and inactive gastric and duodenal cases with long or short 
histories on admission to hospital in 1934-38. 

Table vit shows the same state of affairs both for 
gastric and duodenal cases. Almost all the cases which 
were active at follow-up had had regular or eccasional 
treatment irrespective of the length of their history 
up to 1934-38. Conversely about half the number of 
inactive cases, irrespective of length of history, had 
abandoned treatment. There is thus additional support 
for our belief that the natural course of the peptic ulcer 
was the main factor which influenced perseverance or 
otherwise with treatment, as well as the patient’s state 
at follow-up. 


Gastric + Duodenal Ulcer Cases 

Of the 20 gastric + duodenal ulcer cases 10 were dead 
(tables 1 and tv). The remaining 10 cases are too few 
and complicated to allow of detailed analysis, but the 


TABLE VI—MEDICAL TREATMENT 


Sietost, | Regine | Oromalonst | rons’. | rota 
Gastric active... | 21 (39%) | 29(54%) | 4(7%) ” i: 
Duodenal active .. | 19 (65-5%)| 9(31%) | 1(3%) | 29 
Gastric inactive... 7 (17%) 12 (28-5%) |23 (55%) $2 
Duodenal inactive. . 5 (36%) 1-(7%) 8 (57%) 14 

Ryssl-s eeeee SS . : eae 


results of medical treatment with or without simple 
suture of a perforation showed the same characteristics 
as the results in cases with gastric or duodenal ulcer 
aloné. zs 

Of 6 éasés treated medically (3 of gastro-enterostomy 
and 1 of gastrectomy being excluded) 5 were active at 
follow-up in 4 of which a regular regimen had been 
followed. The remaining case had become inactive 
and treatment had been abandoned. 


Conclusions Regarding Medical Treatment 

In view of the fact that medical treatment only gave the 
appearance of successful results in 42 (44%) of 96 gastric 
and in 14 (32-5%) of 43 duodenal ulcers at follow-up 
after ten years (table v) we agree with Heuer (1944) 
that it is unlikely to be successful in more than 50% 
of cases which have to be admitted to hospital. One 
of his main criticisms of it was that it continued too long 
before surgical aid was sought; for, like others, he found 
that the longer medically treated cases are followed the 
worse the results become. Thus Natvig et al. (1943), 
in a three-year follow-up of 152 gastric and 230 duodenal 
ulcer cases treated medically, found that 44% and 
34% respectively were free from symptoms; but when 
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TABLE VII—ACTIVITY AT FOLLOW-UP IN RELATION TO LENGTH 
OF HISTORY BEFORE ADMISSION TO HOSPITAL IN 1934-38 


Type of Length of history 


ulcer before admission Active | Inactive | Total 
eRase 3 2 years wie. 19 26 Neh 
Gastric More than 2 years... 35 16 51 
a RS 54 a | (6 
"| 2 years or less Ste) 7 5 
Duodenal More than 2°¥ears “ 19 7 26 
; ~~ otal .. 2 a 29 14 My | 43 2. 


For gastric cases, x? exceeds 5 after adjustment for continuity. 


Qvigstad and Rémcke (1946) reviewed the same cases 
again after 6'/,-9'/, years only 22% of gastric and 
10% of duodenal cases were symptom-free. Similarly 
Malmros and Hiertonn (1949) recorded successful results 
from three weeks’ medical treatment in 93:5% of 687 
peptic ulcer cases; but when the same patients were 
followed up after 7-10 years only 36-5% of 192 gastric 
and 29% of 495 duodenal cases showed favourable 
results, and not all of these were entirely free from ulcer 
dyspepsia. 

From all this evidence and our own results we might 
well use the same words as Malmros and Hiertonn 
(1949): ‘To be perfectly honest the post-investigation 
presented here is a proof that medicinal ulcer therapy 
in the accepted form has resulted in almost complete 
failure.” Yet it is remarkable, as we have commented, 
that the very ability of medical treatment to stay the 
progress of an ulcer dees not seem to have been previously 
questioned. The reason surely must be that Short-term 
results have been too readily accepted—probably for 
fear of surgery—and that cases have not been reviewed 
after a sufficiently long interval. It is undeniable that 
medical treatment relieves the discomfort of most 
relapses; but, from our present evidence we cannot 
believe that it is any protection against further trouble 
if this is destined by the ulcer. 


CRITERIA FOR GASTRECTOMY 


We have concluded that medical treatment did not 
influence the natural course of peptic ulcers in this series, 
and we now suggest that gastrectomy should be employed 
in chronic cases more often and earlier. We do not 
specify gastrectomy as an ideal or infallible cure for 
chronic peptic ulceration, and for some cases gastro- 
enterostomy is still the operation of choice.- But, with 
the waning of enthusiasm for vagotomy in duodenal 
ulcer, gastrectomy remains our best alternative to medical 
treatment. 


TABLE VIII—AOCTIVITY AT FOLLOW-UP IN RELATION TO LENGTH 
OF HISTORY BEFORE ADMISSION TO HOSPITAL IN 1934-38 
AND TO REGIMEN AFTER DISCHARGE 


Regular or 


Type of Length of history before occsaiank’ No treat- 
ulcer admission regimen ment 
2 years or less ; : 
Active (19) .. a 95% 5% 
Inactive (26) .. alia 12% 58% 
Gastric 
More than 2 years : 
Active (35) .. : 92% 8% 
Inactive (16) .. ‘% 50% 50% 
2 years or less : 
Active (10) = as 100° 0% 
Inactive (7) .. oi 43% 57% 
Duodenal . 
More than 2 years ;: ’ 
Active (19) .. ro 95% 5% 
Inactive (7) 43% 17 % 
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TABLE IX——-DURATION OF ACTIVITY AT FOLLOW-UP 























Duration of | Gastric | Gastric Duodenal Duodenal 
activity (yr. )| active inactive active | inactive 
all | ) 1 15 “ | g ae i 
oC 0 "3S (55%) | ° | 3 }(50%) 
| 
10-15 23 (42-3 %)} 13 (31%) | 12 (41% 2 (14%) 
16-25 26) 2) 10) 1 3 
26-30 3 | (67-5%) 25(14%)| 3 $(59%)| 2$(36%) 
30+ 2 | 3) 4) 0 
Total 54 


| “42 | 20 | 





It should be recalled that cases were classed as active at follow-up 
if they had symptoms then or within the previous five years; thus 
the estimated duration of activity may be slightly too long in some 
as, for instance, in those whose symptoms had ceased four years 
ae Conversely, those classed as inactive had no symptoms 

uring the EE five years, and their duration of activity was 
accurately determined. 


The generally accepted indications for gastrectomy 
are intractable chronicity of an ulcer with or without 
complications, the risks of further hemorrhage or 
perforation, the hazard of malignant change, and as an 
emergency measure to arrest continuing hemorrhage. 
From our present series we cannot comment upon the 
risk of malignancy beyond noting that 6 (3%) of the 231 
gastric cases have so far died from it. Nor have we any 
cases in which gastrectomy was used to arrest hemor- 
rhage. Therefore, in suggesting more frequent and 
earlier gastrectomy, we put forward evidence from this 
series to show when an ulcer may be finally regarded as 
chronic, and what were the risks associated with hemor- 
rhage and perforation in relation to the age of the patient 
and the duration of ulceration. 


CRITERIA OF CHRONICITY 


As already stated, a peptic ulcer may either heal 
within a few years without relapse—even after an initial 
hemorrhage or perforation—or it may heal more slowly 
over a period of several years, or steadily become chronic. 
Because the course which an ulcer will take cannot be 
predicted at the onset our problem is to determine how 
soon chronicity may be assumed and the question of 
gastrectomy be considered. It is as important not to 
advise gastrectomy for an ulcer which may still heal 
as it is to advise gastrectomy when chronicity is 
established. In table rx we show the calculated duration 


TABLE X—DURATION OF ACTIVITY IN GASTRIC AND 
DUODENAL CASES 





| % of gastric % of duodenal 
\(active + inactive) (active + inactive) 
| (96) (43) 


Duration of activity 





Less than 10 years .. ws 24 | 16 
10-15 years .. a cold 37-5 33 


More than 15 years. . ay 38°5 | 51 








of activity of all the medically treated cases of gastric 
and duodenal ulcer which were available for follow-up 
(96 gastric and 43 duodenal, asin table v1). Cases treated 
by elective surgery are excluded because their duration 
of activity had been artificially terminated, and also 
the cases which were dead or untraced, because the 
exact duration of activity was unknown in many. 

Thus no active gastric or duodenal cases had, at 
follow-up, a duration of activity of less than five or ten 
years, whereas 55% of the inactive gastric and 50% of 
inactive duodenal cases fell into these groups. At the 
other end of the scale the opposite conditions were 
observed, in that 57:5% of active gastric and 59% of 
active duodenal cases had a duration of activity exceed- 
ing fifteen years, as compared with 14% of inactive 
gastric and 36% of inactive duodenal cases. Inter- 
mediate between the two, with a duration of ten to 


fifteen years, were 42-5% of active gastric, 41% of active 
duodenal, 31% of inactive gastric, and 14% of inactive 
duodenal cases. 

The analysis thus provides evidence of the three types 
of peptic ulcer with different courses, together with 
arbitrary standards for their retrospective separation 
according to duration of activity. It is noteworthy 
that there is no significant difference in the proportions 
of the three types in the gastric and duodenal ulcers 
when active and inactive cases are taken together 
(table x). 

We may thus suggest that a peptic ulcer which becomes 
inactive within five or ten years will probably remain 
so, but if activity is prolonged to fifteen years the odds 
are 2 or 3 to 1 against healing, and beyond fifteen years 
an ulcer almost certainly will not heal. We suggest, 
therefore, that gastrectomy ought to be considered in 
all peptic ulcers of ten years’ duration, from which 
point onwards the chances of healing rapidly diminish. 


THE RISKS OF HZ MORRHAGE 


By hemorrhage we mean a melena or hematemesis 
which was sufficient to alarm the patient or necessitate 
admission to hospital. .Table x1 summarises the main 
statistics, which do not differ significantly for all gastric 
and duodenal cases in the series. 


TABLE XI—HZMORRHAGE 








some | Gastric Duodenal 
| cases (231) cases (105) 
Cases of hemorrhage... [| 62 (26-8%) | 37 (35-2%) 
Cases which bled more than once.. | 15 (6-4%) 11 (10-4%) 
Deaths from hemorrhage .. | 9 (3-89%) 5 (4:7%) 
Chance of bleeding . . 1 in 3-7 1 in 2-8 
Chance of bleeding more than once 1 in 15-4 1 in 9-5 
Chance of death from heemorrhage 1 in 25-6 1 in 21 








The mortality from hemorrhage among those who 
bled was 14-5% for gastric and 13-5% for duodenal 
cases. Curiously enough only 1 of 26 patients who 
bled more than once died of hemorrhage—a duodenal 
case from the fourth hemorrhage after 24 years’ activity. 
The incidence of hemorrhage in this series agrees with 
the estimate of 30% for all gastric and duodenal ulcers 
made by Hurst and Ryle (1937). 


Hemorrhage in Relation to Age 

Table xu shows in groups the ages of 62 gastric and 
37 duodenal cases who bled; 26 cases bled more than 
once and their ages at the last hemorrhage have been 
taken. 

Thus the great majority of hemorrhages (83-5% of , 
gastric and 81% of duodenal) took place between the 
ages of forty and seventy, with approximately equal 
frequency in each of the three decades. The incidence 
rose with age to a maximum about fifty years, as 


TABLE XII—HAMORRHAGE IN RELATION TO AGE 











Age at Duo 
heemor- Gastric Duodenal a denal 
rhage cases (62) cases (37) (9) deaths 
(yr.) (5) 
20-29 1 (1-5%) 1 (3%) 0 0 
30-39 6 (10%) & (13%) 0 1 
40-49 [15 (24%) 10 ibaa | 0 1 
50-59 (21 (34%) ee 9 (24%) >} 81% 4 0 
60-69 (16 (25-5%) | 11 eomy) 4 3 
| 
70-79 | 3 (5%) 1 (3%) 1 0 
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TABLE XIJI—-HZMORRHAGE IN RELATION TO DURATION 
OF ULCERATION 








Be | | 
—— Gastric | Duodenal Gastric | Duodenal 
onset cases (62) cases (37) deaths (9) deaths (5) 
| 
1-5 20 (32%) | 12 (32-5%) | ies eM 
6-9 7 (115%) | 3 (8%) | 2 | 0 
10 + 35 (56-5%) | 22 (59-5%)| 4 bu’ 
| 








observed by Lewin and Truelove (1949) and Avery 
Jones (1947) in large series of cases. The 9 gastric 
patients who died of hxmorrhage were all over fifty 
years of age and of the 5 fatal duodenal cases 2 were 
under fifty and 3 over sixty, thus showing the well- 
recognised predominance of mortality in elderly patients. 


Hemorrhage in Relation to Duration of Ulceration 

In table x11 the cases of gastric and duodenal hemor- 
rhage are arranged according to the times after onset 
of ulceration at which bleeding took place. As before 
we have taken the last hemorrhage for those who bled 
several times. 

This table shows clearly that nearly 60% of both 
gastric and duodenal hemorrhages took place after ten 
years’ activity or more with a similar proportion of the 
deaths. It also shows a not inconsiderable incidence 
(32%) of hemorrhage, and deaths from it, in gastric and 
duodenal cases within five years of onset. 

We may summarise the situation regarding ulcer 
hemorrhage in this series by saying that the chance of 
hemorrhage was about 1 in 3 for all gastric and duodenal 
cases and the chance of dying from it was 1 in 20 to 25. 
When bleeding took place it did so in 80-85% of cases 
between the ages of forty and seventy with equal fre- 
quency in the three decades, and in about 60% of cases 
after ten years or more of activity. The mortality was 
concentrated in the patients over fifty. 


THE RISKS OF PERFORATION 


Table xtv shows the main statistics for perforation of 
gastric and duodenal ulcers. 

The mortality from perforation among those who 
sustained it. was 33% for gastric and 43-5% for duodenal 


TABLE XIV—-PERFORATION 





—- Gastric | Duodenal 
cases (231) | cases (105) 





Cases of perforation 78 (34%) | 


23 (22%) 


| 
| 


Cases who perforated twice 7 (3%) 1 (1%) 
Deaths from perforation 26 (11%) 10 (9:5 %) 
Chance of perforation. . lin 3 lin4 
Chance of death from perforation .. ling 1 in 10-5 





cases. Since 5 gastric and 2 duodenal cases died without 
operations and 7 gastric and 1 duodenal case perforated 
twice, the operative mortality after perforation was 26% 
for gastric and 36% for duodenal cases. Having regard 
to the respective numbers of perforations and totals of 
cases, we can say that there is no significant difference 
in the statistics for gastric and duodenal perforation. 
It is perhaps of interest to note that whereas the chance 
of perforation of an ulcer was about the same as that for 
hemorrhage, the chance of dying from perforation was 
twice as great (tables x11 and XIv). 


Perforation in Relation to Age 

In table xv the cases of gastric and duodenal perfora- 
tion are arranged in age-groups ; the age at the second 
perforation has been taken for those who perforated 
twice. 
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This shows some difference between the relation of 
age to the occurrence of perforation in gastric and 
duodenal ulcers. In gastric cases the frequency was 
similar to that of haemorrhage—namely, an increase with 
age so that 80% of perforations took place between the 
ages of forty and seventy with a maximum incidence 
(36%) in the sixth decade. In duodenal cases, however, 
the incidence was spread more evenly over the age- 
period of thirty to seventy years with maximum values 
(26-5%) in the fourth and seventh decades. Nevertheless 
60-5% of perforatioms took place between the ages of 
forty and seventy. 


Perforation in Relation to Duration of Ulceration 

Table xvi shows the times after onset of ulceration at 
which perforations took place ; in those who perforated 
twice the time of the second is taken. 

This table shows clearly an equal incidence (about 
45-50%) of perforations within five years of onset or 
after ten years both for gastric and duodenal cases. 
11 of 26 gastric and 5 of 10 duodenal deaths from perfora- 
tion took place in cases with ten or more years’ activity ; 


TABLE XV—PERFORATION IN RELATION TO AGE 





Ages at | | Duo- 

















perfora- Gastric Duodenal Gastric denal 
tion | cases (78) | cases (23) deaths deaths 
(yr.) | | (26) (10 

90-20 | 506%) | 20%) &£&xz| oOo | 1 
30-39 | 7 (9%) | 6 (26-5%) = ee 
40-49 | 13 (17%) | 4(17%) } ee ae 
50-59 | 28 (36%) 180%) 4 (17%) | 60%| 11 1 
60-69 21 (27%)} | 6 (26-5%), | 43 cae 
70-79 4 (5%) 1 (4%) Bat Se 








but 14 gastric and 5 duodenal deaths also took place 
within five years of onset, a finding partially due to 
perforation of acute ulcers. 

We may conclude, then, that with a 1 in 3 chance of 
perforation for all gastric and duodenal cases (table xiv) 
it was equally likely to take place within five years of 
onset or after ten years, with only a small incidence in 
the intervening years. The age-incidence differed some- 
what for gastric and duodenal cases in that 80% of gastric 
perforations occurred between the ages of forty and 
seventy years as compared with 60-5% of duodenal 
perforations. This suggests that duodenal ulcers tend 
to perforate earlier in life than gastric ulcers, and, 
because the proportions of perforations which occurred 
at the various time-intervals after onset were the same 
for both classes, we may deduce that the duodenal 
ulcers which perforated started at an earlier age than the 
gastric. This deduction is confirmed by the finding 
that 565% of the duodenal patients who perforated 
were under the age of forty at onset, as compared with 
34:5% of gastric cases. 

Having shown that a peptic ulcer should be regarded 
as probably chronic after ten years’ duration, our 
suggestion that gastrectomy should then be seriously 
considered receives support from the analyses of hamor- 
rhage and perforation. About 55% of all hemorrhages 


TABLE XVI—PERFORATION IN RELATION TO DURATION OF 
ULCERATION 





| Gastric 





Years | : ‘ } | Duodenal 
- Gastric | Duodenal _ | wer ‘ : 
— cases (78) | cases (23) } — s 
Sebiemeeaitedl BRD madiets BAN vies 
1-5 36 (46%) | 12(52%) | 14 5 
Cele eS AGRE A CER 8] © 0% 0 
10+ 38 (49%) | 10 (44%) 11 5 
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and 45%, ot perlorstions i in this series oak place j in cases 
with a history of ten years’ or more activity, and these 
included 7 deaths from bleeding and 16 from perforation. 
These figures alone, which do not reflect all the invalidism 
in uncomplicated cases, are sufficient to show the saving 
in lives and ill health which could have been effected 
by gastrectomy after ten years’ duration at an early 
stage of chronicity. We must, of course, accept the risks 
from hemorrhage and perforation early in the disease 
before chronicity is established ; they are likely to carry 
a lower mortality today than they did in this series, but 
they are still significant. 

Gastrectomy clearly should not be advised if a reason- 
able chance remains of an ulcer healing naturally, for 
the operation is severe, even at the hands of an expert. 
To Strode’s (1948) provocative question “‘ Why treat 
gastric ulcers medically ?”’ we reply that about 30% 
of the 231 gastric ulcers in this series healed without 
surgical treatment; if he had specified chronic gastric 
ulcers we should have had no answer. We cannot discuss 
the mortality from gastrectomy except in the most 
general terms for the age and condition of the patient, 
the skill of the surgeon and anesthetist, and the standard 
of preoperative and postoperative care are all variables. 
Nevertheless it may be said that the mortality in expert 
hands with the best ancillary facilities is probably less 
than 5%; but over the country as a whole it may be 
nearer 15%, and it rises with age. 

The age and condition of the patient is certainly a 
major factor. A surgeon, however expert, cannot expect 
the same freedom from postoperative complications in 
elderly patients enfeebled by age and years of peptic 
ulceration that he can in younger subjects in relatively 
good condition. From our own observations we would 
suggest that gastrectomy carries its lowest risks under 
the age of fifty but thereafter they increase with age 
and become formidable over sixty-five. We have noted 
that in Hosford’s (1949) series of 200 gastrectomies 
with 1 death, performed for peptic ulcer between 1936 
and 1947, the average age of the patients was under 
fifty years. In Hedley Visick’s (1948) series of 505 
gastrectomies during the same period the total mortality 
was 5%; but it rose from 0-8% in the third decade 
to 5% in the fourth, 5-8% in the fifth, and 7:1% in the 
sixth or later. 

It is evident, therefore, that the age of the patient 
should be reckoned with in conjunction with the duration 
of the ulcer when gastrectomy is considered. However, 
against the risk of postoperative death must be set the 
risk of death from complications of the ulcer if gastrec- 
tomy is not performed. Lewin and Truelove (1949) 
showed that the mortality from gastroduodenal hemor- 
rhage was profoundly influenced by the age of the patients 
and seareely at all by the length of ulcer history. Thus 
in their series the fatality-rate did not exceed 10% 
in patients under fifty whatever their length of history, 
whereas it was not less than 22% for cases over fifty 
at any stage of the disease. We have not sufficient cases 
in this series to put forward similar statistics but the trend 
is the same. Thus in some cases it may be apparent that 
the risk of death from hemorrhage or perforation may 
be greater than that of gastrectomy at a particular 
age. 

Each case must be judged on individual circumstances, 
but in general we advocate gastrectomy for peptic ulcers 
after ten years’ duration or, whenever possible, by the 
age of fifty. If this were done the invalidism, complica- 
tions, and deaths from chronic peptic ulceration would be 
greatly diminished. 

SUMMARY 

The 356 cases of peptic ulcer, admitted as inpatients 
to Addenbrooke’s Hospital during the years 1934-38 
inclusive, have been reviewed in 1948-49. 

Of this total 337 cases were accounted for or examined. 
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"Medical treatment did not appear to hows influenced 
the natural course of the disease. 

Criteria for estimation of chronicity and_ statistics 
for hemorrhage and perforation are given. 

Gastrectomy is urged for all peptic ulcers of ten 
or more years’ duration, preferably before the age of fifty, 


We are glad to acknowledge our indebtedness to Prof. R. A. 
Fisher, F.R.s., for statistical advice, to our colleagues for 
suggestions and access to their cases, and to the Cambridge 
University Medical School for an expenses grant. 
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In the course of routine bacteriological examination of 
material from a maternity hospital it became clea¥ not 
only that there was a high incidence of staphylococcal 
infection among the infants in this hospital but also 
that nearly all the infections were with penicillin- 
resistant strains of staphylococci. 

In an attempt to trace the source of infection the 
carrier state of the staff ofthe hospital was examined. 
This led to the rather alarming discovery that 75% of 
the staff were carrying Staph. pyogenes, and that 83% of 
the carriers were carrying penicillin-resistant strains. It 
was therefore decided to study staphylococcal infection 
in this hospital in relation to the carrier state of the 
staff for a considerable length of time, and to see if the 
incidence of infection could be reduced by improving 
the aseptic technique used in the hospital. We report here 
the results of our investigations over eight months. 


METHODS 


All swabs from infective processes were plated out on horse 
blood-agar plates and penicillin ditch-plates. Throughout 
this investigation the latter were made from ‘ Lemco’ agar* 
plates, and the ditch, cut at one side of the plate, was filled 
with the same medium containing about 10 units of penicillin 
per ml. They were prepared twenty-four hours or more before 
use to allow some penicillin to diffuse out of the ditch. The 
Oxford staphylococcus was streaked across every ditch-plate 
at the time of use as a control. 

If staphylococci were present next day they were tested 
for coagulase by the slide method of Cadness-Graves et al. 
(1943). Cultures of coagulase-positive staphylococci (hereafter 
referred to as Staph. pyogenes) were examined for penicillin 
sensitivity. If, in such cultures, the ditch-plates showed no 
colonies more resistant to penicillin than the Oxford staphylo- 
coccus, a single colony was picked from the blood-agar plate 
and streaked across a further ditch-plate to see whether a 
mixture of penicillin-sensitive and penicillin-resistant colonies 
could be detected. If all colonies from a single specimen 
showed a similar reaction to penicillin, one was picked off 
into lemco broth for further investigation. If both penicillin- 
sensitive and penicillin-resistant strains were present, one of 
each was similarly picked off. 
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TABLE I—MONTHLY INCIDENCE OF INFECTIONS IN BABIES AND MOTHERS 


Month | Jan. Feb. March | 
Total births a ; ah ; . | r 116 , . 100 , 117 
No. of babies becoming infected 12 22 13 
(10°3%) (22%) (11%) 
No. of mothers becoming infected ate wis 2 


Carrier State among Staff of Hospital_—The carrier state 
of potentially pathogenic staphylococci in the hospital was 
investigated by examining swabs from the anterior nares and 
skin of the back of the wrist of the medical, nursing, and 
domestic staff, and from the conjunctive of healthy babies. 
For the skin in every case, and the anterior nares in most 
cases, moistened swabs were used. All these swabs were 
plated directly on to plain agar plates, which were incubated 
overnight, and those from the skin and conjunctive were also 
immersed in broth, which after overnight incubation was 
plated out. Where staphylococci were present they were 
examined by the slide coagulase test, and strains giving a 
positive reaction were regarded as presumptive pathogens. 
All strains, however, were later tested for «-hemolysin (see 
below). Where coagulase-positive staphylococci were present, 
a number of colonies, if possible 10, were tested for penicillin 
sensitivity by streaking across penicillin ditch-plates. If 
many coagulase-positive staphylococci were present on the 
primary plate, the growth was emulsified in broth and plated 
out on a similar ditch-plate to detect small numbers of peni- 
cillin-resistant staphylococci which might otherwise have been 
missed. Representative penicillin-sensitive and penicillin- 
resistant colonies from each swab were picked off into lemco 
broth for further investigation. 


TABLE II—TYPES OF INFECTION 


Babies No. of cases 
Neonatal conjunctivitis, styes, and blepharitis . . $4 87 
Superficial pyogenic skin lesions (furuncles, pustules, 


septic spots) f 29 
Mastitis of infants .. in ad ge ae mr 9 
Paronychia .. or -s aie oe ie be 5 
Periostitis .. “ys Si oid ie a's -s 1 
Cellulitis ee rr af at a 7 ne 2 

Total ae ee is - as 133 

Mothers 
Acute mastitis and breast abscess -“ a ~~ 16 
Abscesses and furuncles of skin 3 
Total es ise xe ss we 19 


Carrier State among Staff of London Store.—It was thought 
desirable to compare the nasal carrier state of potentially 
pathogenic staphylococci among hospital nurses with that of 
a group of women living and working under the same roof 
but not connected with a hospital. Nasal swabs were therefore 
examined from 62 women working at a large London 
department store and living in the attached hostel. 

Alpha-hemolysin.—All strains were tested for «-hemolysin 
production by the method of Gillespie and Simpson (1948), 
and strains giving doubtful or negative results by this method 
were further tested by the technique described by McFarlan 
(1938). 

Degree and Type of Resistance to Penicillin.—All penicillin- 
resistant strains from infective processes and 15 from carriers 
were tested for penicillinase by the method of Barber (1947). 
Five strains were tested for penicillin sensitivity by serial 
dilution in broth, two different sized inocula being used in 
each case, as recommended by Gilson and Parker (1948). An 
attempt was made to determine the capacity of the same five 
strains to destroy penicillin. Equal portions of eighteen-hour 
cultures were mixed separately with the same quantity of 
penicillin solutions containing 500, 250, 100, and 50 units 
per ml. The mixtures were incubated for an hour at 37°C 
and then tested for penicillin content by the cylinder-plate 
method. 

Sulphathiazole and Streptomycin Sensitivity All but one 
of the strains from infective processes were tested for sensitivity 
to sulphathiazole and streptomycin, and 22 strains from 18 
carriers were also tested for sensitivity to the former. Both 
tests were done on ditch-plates. For the former they were 


April May June July Aug. | Sept. 1-20 
~ 108 112 114 1225 =| «98 | 60 
19 16 16 19 8 8 
(17%) (145%) | (14:2%) | (15:2% (8-2%) (13-3 %) 
6 3 5 2 1 


made of laked horse b®od-agar as recommended by Harper 
and Cawston (1945), the ditch containing 1 in 5000 sulpha- 
thiazole, and for the latter ditches were cut in lemco agar 
plates containing 1000 wg. of streptomycin per ml. In both 
cases part of every ditch-plate was seeded with the Oxford 
staphylococcus as a control. 

Phage-typing.—All strains were phage-typed by the method 
used at the Central Public Health Laboratory and with the 
same 25 filtrates. The method is based on the work of Wilson 
and Atkinson (1945). 


INCIDENCE AND TYPE OF INFECTION 


From the beginning of 1949 until the middle of 
September, when this investigation was concluded, there 
had been 950 births in the maternity unit under study. 
Of these 950 babies 133 developed neonatal conjunctivitis, 
superficial pyogenic skin lesions, or other probably 
staphylococcal infections. During this period 19 mothers 
were diagnosed as having mastitis, breast abscess, or 
furunculosis. The distribution of these infections 
throughout the period surveyed is given in table 1, from 
which it is clear that, except for the rather high incidence 
of infection in February and the rather low one in August, 
the infection-rate has remained fairly constant for nine 
months. ; 

The type of infection diagnosed clinically is listed in 
table 11, which reveals the predominance of conjunctival 
and minor skin lesions in babies, and the absence of 
pemphigus neonatorum. In most of the cases the 
infection was very mild. Five, however, were suffi- 
ciently severe to require extensive treatment, and in 
these the patients were transferred to a pediatric 
hospital. There were no deaths in the series, and no 
cases of permanent disablement. 


STRAINS OF Staph. pyogenes ISOLATED FROM INFECTIVE 
PROCESSES 

Swabs were examined from 56 cases of infection, and 
the results are given in table m1. The only pathogen 
isolated from any of the specimens was Staph. pyogenes, 
and this organism was isolated from 42, in most cases in 
pure culture. The remaining 14 swabs were either 
sterile or yielded non-pathogenic organisms only. Many 
of these negative swabs came from patients under treat- 


TABLE III—INCIDENCE AND PHAGE-TYPES OF Staph. pyogenes 
IN CASES OF INFECTION EXAMINED BETWEEN FEB. 22 
AND AUG. 9, 1949 





| Staph. pyogenes isolated 


i- ———— 





No. | Geeea eae re 
examined | Penicillin- Penicillin- pe 
ered pommennt | a | and penicillin 
cc 28 y v i BE . gr 
| slonies only colonies only | se ror se 
56 42 36 3 3 


Phage-types of the 45 strains isolated 


} 


Penicillin- © | 








> orne Penicillin- 
Phage-types Total resistant | sensitive 
562A 26 23 3 
N.T. 16 14 2 
29Gp. 2 1 1 
47Gp. 1 1 


N.T., nontypable. 
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TABLE 1VY—INCIDENCE AND PHAGE-TYPES OF Staph. pyogenes 
IN CONJUNCTIV® OF HEALTHY BABIES EXAMINED ON 
FEB. 24, 1949 





| Staph. pyogenes isolated 








No. | paactuiiene 
examined Penicillin- Penicillin- Pe nicillin 
. : 7a sensitive 
| Total | resistant sensitive d illin- 
| solonies only colonies only and penicillin 
| i : | P resistant 


Phage- ty pes of the 20 strains isolated 


| Total Penicillin- 











| 
Penicillin- 
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ment. In 36 of the 42 cultures of Staph. pyogenes all 
colonies tested were resistant to penicillin, whereas in 
only 3 cases were all colonies as sensitive to penicillin 
as the Oxford staphylococcus. From 3 patients both 
penicillin-sensitive and penicillin-resistant colonies were 
isolated. Thus on the basis of their reaction to penicillin 
45 strains of Staph. pyogenes were isolated from 42 
patients. 

The degree of resistance to penicillin was in every case 
such that, when a single colony of a resistant strain was 
streaked across a penicillin ditch-plate, growth took 
place at least to the edge of the ditch and usually right 
across it. All the penicillin-resistant strains produced 
penicillinase. An attempt was made to measure the 
degree of resistance to penicillin of 5 of the resistant 
strains more accurately by serial dilution in broth. 
Two inocula of different sizes were used, since it is now 
well recognised (Luria 1946, Barber 1947) that the degree 
of resistance of penicillin-destroying strains when 
measured in the laboratory may vary many hundredfold 
according to the size of inoculum used. It was found 
that when the inoculum was about 1000 organisms, all 
5 strains were inhibited by 0-5 unit of penicillin or less 
per ml., but, when the inoculum was 1,000,000 organisms 
or more, all 5 strains grew in at least 50 units of penicillin 
per ml. When young cultures of the same 5 strains 
were mixed with an equal quantity of a penicillin solution 
and the mixtures incubated at 37°C, they all destroyed 
about 250 units of penicillin in an hour. 

All 45 strains of Staph. pyogenes were phage-typed. 
It will be seen from table 1 that 16 were not typable 
with the available filtrates. Of the 29 typable strains 
26, consisting of 23 penicillin-resistant and 3 penicillin- 
sensitive strains, were phage-type 52A. 

Of 44 strains tested for sensitivity to sulphathiazole, 
42 had a sensitivity similar to that of the Oxford staphy- 
lococcus, but 2 strains were considerably more resistant. 
The same 44 strains were tested for sensitivity to strepto- 
mycin, and all showed a sensitivity similar to that of the 
Oxford staphylococcus. 

All 45 strains were shown to produce «-toxin. 


CARRIER STATE AMONG PATIENTS 


At the beginning of the investigation conjunctival 
swabs were taken from all the babies at that time in the 
hospital who were free from infection. The results are 
given in table tv, which shows that Staph. pyogenes was 
isolated from 19 of the 35 babies examined. In 15 cases 
all colonies tested were resistant to penicillin, and in 1 
both penicillin-sensitive and penicillin-resistant colonies 
were isolated. Thus from only 3 of the specimens yielding 
Staph. pyogenes were all colonies tested penicillin-sensitive. 

As with the strains from infective processes, the 
predominant phage-type was 52A. As shown in table Iv, 





it was senate to type 12 of the 20, strains by the 
phage-method, and 10 of these 12 were type 52A. 

In view of the work of Allison and Hobbs (1947) it 
was thought unlikely that infants became infected from 
their mothers. The nasal carrier state of the mothers 
was not, therefore, investigated. Nasal and skin swabs 
were, however, taken from 6 mothers, all of whom had 
infected infants. All 6 carried Staph. pyogenes: 2 in 
the nose and on the skin, 3 on the skin only, and 1 in the 
nose only. Three yielded only penicillin-resistant strains ; 
2 of these were phage-type 52A and 1 non-typable. The 
other 3 were carrying penicillin-sensitive strains only ; 
1 of these was phage-type 3C, and the other 2 were 
non-typable. 

Of the 28 strains isolated from healthy babies and 
mothers 6 were non-toxigenic. 


CARRIER STATE AMONG NURSES AND DOCTORS OF HOSPITAL 


The carrier state among the nurses and resident 
doctors of the hospital was investigated on three separate 
occasions. The carrier rates of Staph. pyogenes and of 
penicillin-resistant strains on all three occasions are 
given in table v. The phage-types of the strains isolated 
are shown in table vi. + Since the hospital is a training 
school for midwives, though the number of nurses present 
at any one time in the hospital remains about the same, 
the staff is continually changing. About 12 of the nurses 
are permanent members of the staff, but new pupil 
midwives arrive in batches of 10-20 each month and 
remain for three months. The carriers recorded in 
table v do not therefore represent the same nurses on 
each occasion. Only 8 nurses were examined on all three 
occasions ; 32 were swabbed on the first two dates and 
22 on the last two. 

At the first examination, on Feb. 22, 64 members of 
the staff (62 nurses and 2 medical officers) were studied. 
Staph. pyogenes was isolated from the nose of 44 and 
from the skin of the back of the wrist of 32. Most of the 
skin carriers were also nasal carriers, but 4 were not. 
Thus the total number carrying Staph. pyogenes on either 
site was 48 (75%). Penicillin-resistant strains were 
isolated from 40 of the 48 carriers. From 25 of these 
cultures only penicillin-resistant strains were isolated, 
but 15 yielded both penicillin-resistant and penicillin- 
sensitive strains. 

At the next investigation, on May 17, swabs were taken 
from 61 of the staff (60 nurses and | medical officer). The 
nasal carrier-rate was similar to that on Feb. 22, Staph. 
pyogenes being isolated from 40 swabs, but only 12 were 
found to be skin carriers. The total number of carriers on 
either site was 41 (67-2%) ; 35 of these yielded penicillin- 


TABLE V—-CARRIER STATE AMONG NURSES AND DOCTORS OVER 
SIX MONTHS 
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resistant strains, in 26 cases alone and in 9 cases in 
association with penicillin-sensitive strains. 

On Aug. 9 owing to holidays only 48 of the staff (46 
nurses and 2 doctors) were available for examination. 
Staph. pyogenes was isolated from the nose of 27, but 
from the skin of only 5. The total number carrying 
Staph. pyogenes on either site was 28 (58:3%). From 20 
of these carriers penicillin-resistant strains were isolated, 
in 16 cases alone and in 4 cases in association with 
penicillin-sensitive strains. 

It will be seen from table vi that the predominant 
phage-type among the strains isolated was on all three 
occasions 52A, the same type that predominated among 
the strains isolated from infants. Of the penicillin- 
resistant organisms all but 4 of the typable strains on 
the first occasion and all the typable strains at the last 
two examinations were of this type. The penicillin- 
sensitive strains showed less uniformity, but of the 
typable strains 7 of 16 in the first series, 7 of 11 in the 
second, and 3 of 5 in the third were type 52A. 


TABLE VI—PHAGE-TYPES OF STRAINS ISOLATED FROM NURSES 
AND DOCTORS 
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N.T., non-typable. 


It will thus be seen that in spite of an almost complete 
change in the personnel making up the staff (40 of the 
48 swabbed on Aug. 9 had entered the hospital since 
Feb. 22) the nasal carrier state in the hospital 
has remained remarkably constant for six months. 
Throughout the period penicillin-resistant organisms 
of phage-type 52A have predominated. 

In table vi the nasal carrier state among the nurses is 
related to time of entry. This shows that the proportion 
of nurses carrying penicillin-resistant strains rises steadily 
with length of stay in the hospital. Thus, of the nurses 
swabbed on the first or second day after arrival less than 
a fifth were carrying penicillin resistant strains of Staph. 
pyogenes, whereas nearly half of those who were swabbed 
after six weeks in the hospital yielded such organisms, 
and among the nurses who had been in the hospital for 
three months or more the proportion had risen to 66%. 

Owing to the short stay of pupil midwives in the 
hospital the nurses swabbed at the different times were 
often not the same persons ; 14 nurses, however, were 
swabbed on the day of entry and again fourteen days 
later. On the day of entry penicillin-resistant strains of 
Staph. pyogenes were isolated from only 3, whereas after 
fourteen days in the hospital these 3 and 5 others, making 
a total of 8, were carrying such organisms. 

Sulphonamide sensitivity was tested in 22 strains 
isolated from 18 nurses on Feb. 22; 19 showed a sensi- 
tivity to sulphathiazole similar to that of the Oxford 
staphylococcus ; 3 were considerably more resistant. 

Of the total 150 carrier strains isolated on the three 
occasions 10 were non-toxigenic. 


STUDY OF 10 HEAVY CARRIERS AMONG NURSES 


Analysis of the swabs taken on Feb. 22 showed that 
many of the heaviest growths of potentially pathogenic 
staphylococci came from permanent nurses of the 


THE LANCET] DR. MARY BARBER-AND OTHERS: STAPHYLOCOCCAL INFECTION IN A HOSPITAL (pec. 17,1949 1123 


TABLE VII—NASAL CARRIER STATE AMONG NURSES RELATED 
TO TIME SINCE ENTRY TO HOSPITAL 
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The nurses examined at different times were not always the same 
persons. 


hospital. It was therefore decided to study the constancy 
of the carrier state in 10 such nurses. Starting on 
March 20, further nasal swabs were taken from these 
10 nurses on three occasions at weekly intervals. Imme- 
diately after being swabbed on March 20, 5 of the nurses 
were given sulphathiazole cream, which they were asked 
to smear inside the anterior nares daily for four days. 
When the second swab was taken, three days after 
stopping sulphathiazole treatment, 2 of the 5 treated 
carriers had become negative and 2 showed a considerable 
reduction in carriage of Staph. pyogenes. The effect, 
however, was temporary, and by the following week 
Staph. pyogenes was again isolated in large numbers. 

Of the 10 carriers studied in this group 9 had yielded 
penicillin-resistant strains of Staph. pyogenes of phage- 
type 52A on Feb. 22. From 6 this was the only strain 
isolated ; 2 also yielded a penicillin-sensitive strain of 
the same phage-type, and 1 yielded a non-typable 
penicillin-sensitive strain. The remaining nurse carried 
a penicillin-sensitive strain belonging to\ phage-type 
7/42E/44/52A. Apart from the temporary éffect of 
sulphathiazole the staphylococcal carrier state in ail 
these nurses remained almost unchanged. In 7 it 
remained entirely constant ; 2 nurses originally carrying 
two strains appeared to lose one of the two, and 1 nurse 
yielding a single strain of penicillin-resistant phage-type 
52A on Feb. 22 also yielded a penicillin-sensitive strain 
of phage-type 47C/52 on subsequent occasions. 

Of these nurses 9 were swabbed again on May 17 or 
on Aug. 9 or on both dates ; 2, who had been on holiday 
on May 17, had become negative on Aug. 9; the other 
7 were still carrying strains similar to those isolated from 
them previously. 


CARRIER STATE AMONG HOSPITAL DOMESTICS 


On Feb. 22 nasal and skin swabs were taken from 17 
of the hospital domestics. The group included ward 
cleaners and kitchen and laundry staff. The results are 


TABLE VIII—CARRIER STATE AMONG DOMESTIC STAFF OF 
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given in table vi. It will at once be seen that the carrier 
state among the domestics is quite different from that 
among the nurses. Though Staph. pyogenes was isolated 
from the nose or skin of 12 of the domestics, only 2 
yielded penicillin-resistant strains, both of which were 
non-typable. Only 2 of the 16 strains isolated belonged 
to phage-type 52A, and both of these were penicillin- 
sensitive. 

All but 2 of the 16 strains carried by the domestic staff 
were «-toxigenic. 


ASEPTIC TECHNIQUE 


The main rules used to control the spread of infection 
in practice in the hospital at the beginning of this 
investigation were as follows : 

Not more than 4 nurses handle any one baby between the 
time of delivery and the day of discharge. 

Nurses and doctors, and cleaners when in the nursery, 
invariably wear masks which cover mouth and nose, and all 
nurses wear gowns. 

Babies are washed in their cots and have separate towels. 

Sterile cotton-wool is used during bathing. There is no 
communal changing table. Baths are disinfected with ‘ Dettol ’ 
after use. 

Mothers are masked when they handle and feed their 
babies. 

Feeding utensils are boiled after use. 

Infected babies are immediately isolated in a small ward, 
and their attendants scrub up before and after handling 
them, and wear fresh gowns and masks, which are changed 
on leaving. 

When each baby leaves, its blankets are laundered if the 
child has been healthy. If there has been any clinical infection, 
the complete bedding is autoclaved. 

Ward floors throughout the hospital are swept with 
‘ Di-dust,’ a preparation resembling oily sawdust, which is 
intended to prevent dust particles from scattering. Babies 
are never in any ward which is being swept. 


These measures are emphasised repeatedly to junior 
staff, and there is little doubt that they are fairly closely 
adhered to; but, since many of them depend on pains- 
taking codperation, and since constant close supervision 
is not always possible it seems likely that there are 
occasional examples of negligence. 

These precautions seemed to us to compare favourably 
with those adopted in other maternity hospitals, but 
many possible sources of infection remain. When the 
carrier state of the nurses was discovered on Feb. 22, 
the hospital technique was discussed with one of the 
resident medical officers, and the following extra measures 
were recommended : 

Masks should be changed more often, and any nurse blowing 
her nose should wash her hands and change her mask. 

Nurses should wash up as if for a surgical operation before 
and after handling all babies, whether infected or not. 

Nurses should all wear over their uniforms while on duty 
gowns which have been rendered impermeable by some 
process such as oiling. 


The first two of these recommendations were imme- 
diately put into practice, but it was not thought possible 
to provide oiled gowns. 


TREATMENT OF INFECTIONS 


The vast majority of the lesions encountered have been 
mild and have readily responded to treatment, and 
perhaps for this reason the doctors have not practised 
a uniform or coérdinated method of treatment. Occasion- 
ally local penicillin drops have been used in conjuncti- 
vitis, but usually bland lotions applied locally have been 
combined with systemic sulphadiazine or sulphadimidine 
(‘ Sulphamezathine ’), and sometimes with penicillin by 
mouth. Gentian violet has often been used for skin 
lesions. It is worth noting that one of the five doctors 


who have treated these cases at various times during 


TABLE IX——-CARRIER STATE AMONG RESIDENTS OF A SHOP'S 


STAFF HOSTEL 


Carriers of Staph. pyogenes 


Total 


Date of No. Site of 
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| penicillin- 
No °% of , resistant strains 
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Sept. 27, 1949 62 Nose 33 53-2 0 
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No. of strains 


3A 1 
3B/3C 1 
31A 1 
51 2 
52A 9 
6/7/47 1 
N.T. 18 


N.T., non-typable. 


| 


the year expressed his opinion that penicillin either 
locally or systemically was the least successful method 
of treatment he had used, 

In accordance with modern practice in many maternity 
units, no prophylactic eye drops are used at birth. 


CARRIER STATE AMONG RESIDENTS OF A SHOP’S HOSTEL 


Swabs were taken from the anterior nares of 62 women 
working in a large London store and living in the attached 
hostel. The total number of women living in the hostel 
is about 500; hence the 62 who volunteered for this 
investigation only represent a small proportion of the 
hostel population. 

The results as regards the carriage of Staph. pyogenes 
are given in table rx. It will be seen that just over half 
the women were carrying Staph. pyogenes, but in no 
case was any penicillin-resistant strain isolated. Different 
phage-types were found, but 9 of the 15 typable strains 
were phage-type 52A. 


ALPHA-TOXIN RESULTS 


All 45 strains of Staph. pyogenes isolated from infective 
processes were «-toxigenic, but 18 of 194 strains isolated 
from carriers did not produce «-toxin. This is in agreement 
with the results of Schwabacher et al. (1945) in their 
study of the correlation between the coagulase test, 
«-toxin production, and pathogenicity. These workers 
found that of 178 strains of Staph. pyogenes isolated from 
cases of infection only 2-7% did not produce a«-toxin 
whereas 6-7—12:3% of strains isolated from carriers 
were coagulase-positive but not «-toxigenic. 


DISCUSSION 


7 

We have now become accustomed to the fact that 
about half of all healthy adults carry potentially patho- 
genic staphylococci in the anterior nares (Hallman 1937, 
McFarlan 1938, Gillespie et al. 1939, Miles et al. 1944), 
and that among hospital nurses the proportion of 
carriers is even higher (Miles et al. 1944, Allison and 
Hobbs 1947). In the hospital where the investigations 
here recorded were made not only has the nasal carriage- 
rate of Staph. pyogenes among the nurses been persistently 
58-68% but throughout the period of observation 70-80% 
of the carriers have carried penicillin-resistant strains. 
In addition, phage-typing of the strains of Staph. pyogenes 
isolated has shown that nearly all the typable penicillin- 
resistant strains belonged to the single phage-type 52A. 


This constant carrier state has been maintained in 
spite of the fact that, since the hospital is a 


training school for midwives, the nurses are constantly 
changing. 
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ne study of | 65 strains perenne both Sean infected. 
infants and the conjunctive of healthy babies showed 
that 55 were penicillin-resistant, and once again nearly 
all typable strains were type 52A. 


It seems fairly clear from these results that a single 
strain of penicillin-resistant Staph. pyogenes phage-type 
52A is spreading round the hospital. Further evidence 
for this was obtained when the staphylococcal carriage 
among the nurses was related to the length of time each 
nurse had spent in the hospital. This showed that, 
whereas only 4 of 23 nurses on entering the hospital were 
carrying penicillin-resistant strains of Staph. pyogenes, 
31 of 46 who had been in the hospital for three months or 
more carried such organisms. 


It is now generally accepted that penicillin-resistant 
staphylococcal infection is much more common among 
patients who have been in hospital for some time than 
in new patients or outpatients (Harley et al. 1946, Forbes 
1949, Barber and Whitehead 1949, Rountree and 
Tomson 1949). Barber and Rozwadowska-Dowzenko 
(1948) and Forbes (1949) in this country and Rountree 
and Tomson (1949) in Australia have related this finding 
to the high nasal earriage-rate of penicillin-resistant 
strains of Staph. pyogenes among the nurses of hospitals, 
and have suggested that this is one of the main sources 
of infection. The present investigations support this 
suggestion. It seems likely that nurses in many other 
hospitals would also show a high carriage-rate of penicillin- 
resistant Staph. pyogenes if similarly investigated. 

The studies of Voureka and Hughes (1949) and 
Rountree and Tomson (1949) and the present. investiga- 
tion of a London departmental store show that the 
incidence of penicillin-resistant strains of Staph. pyogenes 
in the noses of the population at large is nothing like so 
great as that in hospital communities. The incidence of 
penicillin-resistant strains among the domestics here 
studied was also low. Though some of these worked in 
the ward, none had close contact with infants, and they 
lived in different quarters from the nurses. 

The question arises what can be done to make such a 
hospital a more healthy environment. Since the work of 
Gillespie et al. (1939), Miles et al. (1944), and Williams 
(1946) it is generally accepted that the main reservoir 
of Staph. pyogenes is the anterior nares. The way in 
which a nasal carrier spreads infection has been studied 
by Hare and Mackenzie (1946) and Duguid and Wallace 
(1948). These workers have shown that as a rule the 
carrier does not infect another person directly from the 
nose but infects his clothing or bedding and skin and from 
these sources infects other people. 


The aseptic technique used in the present hospital fulfils 
most of the recommendations of Allison and Hobbs (1947) 
for the prevention of the spread of pemphigus neona- 
torum. The additional measures put into practice at the 
end of March did not appreciably affect the incidence 
of infection among the infants. There was, however, a 
significant decrease in the skin carriage of Staph. pyogenes 
among the nurses in May and August which may have 
been associated with these extra precautions. Further 
measures are impossible with the present facilities and 
staff available. There is no gross overcrowding of 
patients, and light and venti'ation in the hospital are 
moderate. 

Allison and Hobbs. (1947) suggest that the technical 
difficulties of adequate preventive measures in nurseries 
are so great that it might be better to give up such 
in favour of mother and infant being nursed together 
in a small ward or cubicle. This, however, would entail 
the rebuilding of most maternity hospitals. 

In the meantime it can only be emphasised that 
penicillin-resistant staphylococcal infections are nearly 
always cases of hospital cross-infection. The prevention 


‘ hospital was examined on one occasion. 
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of both i is abides the same ack depends on the hygiene 
and aseptic control of the hospital. 


SUMMARY 


In a maternity hospital studied for eight months the 
incidence of infection among the infants was 14% 
and remained fairly steady throughout the period of 
observation. 

Staph. pyogenes was isolated from 42 cases of infection ; 
36 of these yielded penicillin-resistant strains only ; 
3 yielded penicillin-sensitive strains only; 3 yielded 
both penicillin-sensitive and penicillin-resistant strains. 

Conjunctival swabs taken from 35 healthy infants 
yielded cultures of Staph. pyogenes in 19 cases; in 15 
all colonies tested were penicillin-resistant; in 3 all 
were penicillin-sensitive ; in 1 penicillin-sensitive and 
penicillin-resistant colonies were isolated. 

The carrier state of the doctors and nurses of the 
hospital was studied on three separate occasions at 
three-monthly intervals. The nasal ecarrier-rate of 
Staph. pyogenes was throughout 58-68%, and 70-80% 
of the carriers carried penicillin-resistant strains on each 
occasion. The skin (back of wrist) carriage-rate, which 
was 51% on Feb. 22, was only 19% on May 17, and 
10% on Aug. 9 

Phage-typing of strains isolated from all these sources 
showed that in each case the great majority of the 
typable penicillin-resistant organisms belonged to the 
same phage-type, 52A. 

The carrier state among the domestic staff of the 
Staph. pyogenes 
was isolated from the nose or skin of 12 out of 17 tested, 
but only 2 yielded penicillin-resistant strains. 

: For comparative purposes nasal swabe were taken 
from 62 women working in a large London department 
store and living in an attached hostel. Though 33 were 
carrying Staph. pyogenes, none yielded a_ penicillin- 
resistant strain. 

All of 44 strains isolated. from infective processes 
were shown to have a sensitivity to streptomycin similar 
to that of the Oxford staphylococcus. 

The same 44 strains were tested for sensitivity to 
sulphathiazole ; 42 had a sensitivity similar to that of 
the Oxford staphylococcus, but 2 were considerably 
more resistant. Of 22 strains isolated from carriers 
among the nurses 3 were resistant to sulphathiazole. 

We wish to thank the doctors and nurses of the hospital 
for their codperation ; Prof. Ronald Hare and Dr. Joseph 
Bamforth for advice; and Dr. R. E. O. Williams and the 
staff of the Staphylococcal Reference Laboratory for teaching 
us the technique of phage-typing staphylococci, supplying us 
with a set of filtrates, and checking many of our results. 
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ANTIPYRETIC ACTION OF CRYOGENINE 


GEOFFREY BoURNE 
M.D. Lond., F.R.C.P. 


PHYSICIAN AND PHYSICIAN-IN-CHARGE OF THE CARDIOLOGICAL 
DEPARTMENT, ST. BARTHOLOMEW’S HOSPITAL, LONDON 


THE treatment of fever as such used to be an integral 
and important part of the treatment of disease, but the 
advent of bacteriology has so altered the emphasis of 
therapeutics that the treatment of fever as a symptom 
has largely fallen out of repute. This is understandable, 
for it is logical to treat the cause of the fever, where 
this is known, rather than the fever itself. It must, 
however, be remembered that fever, especially when 
high, is not always beneficial and may be deleterious to 
the patient. It necessitates a considerable increase 
in the basal metabolic rate; it promotes the loss of 
water from the body by both skin and lungs; it may 
be responsible for sleeplessness ; and, if it is intermittent, 
the resulting sweats and rigors can exhaust the patient. 

When I was his house-physician Dr. J. H. Drysdale 
prescribed ‘ Cryogenine’ in a case of lymphadenoma. 
The temperature was high, swinging, and accompanied 
by severe sweats and rigors, and the general clinical 
picture resembled that of severe tertian malaria. The 
effect of the cryogenine, given on two or three days 
only, was striking, for the temperature fell to normal 
and remained so for several weeks afterwards, with 
great benefit to the patient’s general condition. The 
recollection of this case suggested a retrial of cryogenine 
in lymphatic leukemia accompanied by considerable 
fever (case 1). The effect of the drug was similar 
to that in the case of lymphadenoma mentioned above, 
and it was therefore given in several other cases. 

Cryogenine is phenylsemicarbazide (C,H;NH-NH- 
CONH.,) in the form of white crystals soluble 1 in 100 
of water, and | in 25 of aleohol 90%. The dose is gr. 3-24 
(0-2-1-5 g.) up to gr. 40 (2-5 g.) a day. 

Cryogenine was introduced by Lumiére and Chevrotier 
(1902) as a new antipyretic. Gélibert (1902) described it 
as a white crystalline powder, odourless, and stable in solution. 
It was non-toxic to animals in intravenous doses of 2 g. 
per kg. of body-weight. In normal rabbits the temperature fell 
from 39:9 to 34-1°C after a dose of 0-05 cg. per kg. The 
eryogenine was excreted in about twenty-four hours, and 
there was no change in the pulse-rate or respiration-rate. 
In tuberculous guineapigs a smaller dose produced a demon- 
strable but smaller fall in the temperature, but there was no 
change in the course of the tuberculosis. In man there was 
sweating after doses of gr. 15. 

Dumarest (1902) tried cryogenine in typhoid fever, influenza, 
acute rheumatism, and suppuration, and found its action 
definite but transitory. In “ nervous fever”’ its action was 
very good, and in the fever of tuberculosis, especially in the 
less acute cases, the therapeutic effect was to reduce the 
temperature with benefit to the patient. 

Noé (1903) cited Boy-Teissier and Bruneau (1903) to the 
effect that a single dose of 0-8-2-0 g. could bring down the 
temperature in 1 or 2 hours for 6-18 hours in many cases. 
After several successive doses the temperature would remain 
down for as long as 4 days. 

Carriére (1903) confirmed that the fever of active tuberculosis 
was especially well reduced and controlled by cryogenine 
without unpleasant side actions. He found a slight leucocytosis 
and a slight increase in the output of urine, and a slight 
lowering of the blood-pressure. (These last two observations 
might equally be the result of the reduction in the fever.) 
Carriére confirmed the reputed action of cryogenine on rabbits 
and guineapigs, and found no bad effect on the appetite, 
bowel action, gastric secretion, blood-count, or urinary 
output of normal people. In normal people the temperature 
would fall within twenty-four hours after a single dose of 
eryogenine. Carriére tried cryogenine not only in typhoid 
fever but also in acute enteritis, acute tonsillitis, and acute 
bronchitis, in all of which conditions its antipyretic action 
was definite. In bronchopneumonia the effect on the tempera- 
ture was variable, but in acute tuberculous pleurisy and 
active pulmonary tuberculosis the effect was very pronounced. 





Masseguin (1903) confirmed its action in active tuberculosis, 
both pulmonary and peritoneal, and made a special point 
of its action in “nervous fever” complicating hysterical 
paralysis. 

Martinet (1903) compared cryogenine with other anti- 
pyretics, such as antipyrine, acetanilide, phenacetin, and 
* Pyramidon,’ and concluded that it was better in its action, 
less dangerous, and less liable to produce adverse effects. 

Little more seems to have been written about cryogenine 
until Sainsbury (1915) reported its beneficial action in febrile 
phthisis. He found that a single dose of gr. 10-15 might have 
an effect which lasted several days. 

There was a further interval until Leulier and Béruard 
(1935) tried cryogenine in experimental fever produced in 
pigeons with dinitrophenol 10-12 mg. per kg. of body-weight. 
Their experiments, with controls, proved that in this type of 
fever cryogenine would reduce the temperature measurably. 

Graubner (1936) reported five cases of febrile phthisis 
treated with cryogenine in which the temperature was 
definitely lowered during treatment. 

Perelli (1937) reported the good effect of cryogenine as an 
antipyretic in undulant fever; it lowered the temperature 
and relieved the associated headache and anorexia. 

Hutchison and Hilton (1948) write as follows: “In 
pulmonary tuberculosis fever is an indication for rest in bed, 
and if it continues it is usually necessary to increase the rest 
of the diseased part by artificial penumothorax or some other 
means. The rise of temperature usually occurs in the late 
afternoon and it can be prevented by giving gr. 10 of cryo- 
genine about 2 p.m. In advanced cases it sometimes happens 
that the patient has not the strength to react, and so there 
is no evening rise of temperature and an inverse type is 
therefore a serious sign. The inverse type of temperature 
produced by cryogenine has not the same significance. When 
the drug is stopped the temperature usually rises again, but 
in some cases it remains normal. It is useful for its psycho- 
logical effect on patients who worry about their temperature.” 

Pisani and Tesi (1946) reported that cryogenine was useful 
not only in tuberculous cases with fever but also in pyrexia 
of uncertain origin. They cited 210 cases of active tuber- 
culosis and 60 cases of undiagnosed fever treated beneficially 
with cryogenine. 

The question naturally arises whether the non-use of 
cryogenine and similar drugs may be due to their toxic 
or other unpleasant effects. In the published reports 
there are very few indications of any such complications. 
Carriére (1903) noted in one case a miliary skin eruption in 
a child, aged 14, who was given gr. 7!/, three times daily 
for several days, and hemoglobinuria in one case only. 
Noé (1903) noted vomiting very occasionally and profuse 
sweating but no collapse. Martinet (1903) regarded 
eryogenine as safer than other febrifuges, and Pisani 
and Tesi (1946) state that, compared with amidopyrin, it 
had a much longer action and was much less toxic. In 
his series of 270 cases he found no toxic evidence in any 
case causing him to stop or withhold cryogenine. 


CASE-RECORDS 


Case 1.—A man, aged 56, was admitted seriously ill with 
fever, profuse perspiration, and headache. Two years pre- 
viously he had first noted in both groins lumps which achegd 
slightly, but otherwise he had felt reasonably well. The 
spleen had been found to be enlarged and a blood-count, 
which had given the following result, suggested lymphatic 
leukemia ;: red cells 4,800,000 per c. mm., Hb 92%, and white 
cells 160,000 per c.mm., of which 100, 000 were lymphocytes. 
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Fig. |—Temperature chart of case I. 
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Fig. 3—Temperature chart of case 3. 


The patient had received deep X-ray therapy, and the leuco- 
cyte-count had fallen to 7600 per c.mm. He had remained 
well until his symptoms had returned fifteen months before 
admission, and he had received a further course of deep 
X-ray therapy. He had improved again, but nine months 
before admission he had had pneumonia which had been 
successfully treated with penicillin. Eight months before 
admission he had begun to have fever, headache, and loss of 
appetite. The fever had remitted after seven days, and had 
then returned. Three weeks before admission he had again 
become febrile and was admitted to hospital. 

On admission his spleen and lymphatic glands were enlarged. 
A blood-count gave red cells 3,260,000 per c.mm., Hb 46%, 
and white cells 4200 per c.mm. (3276 neutrophils, 798 
lymphocytes, and 126 monocytes.) 

Treatment.—In view of the high fever, which alone was 
greatly distressing him, the patient was given cryogenine 
gr. 10 t.d.s. for three days. 
(fig. 1) and went home feeling very much better. 

Three months later he was admitted with an acute exacerba- 
tion from which he died. Though the clinical picture was 
that of lymphatic leukemia, the histological features, post 
mortem, were those of a systematised reticulosis showing 
lesions in the spleen, liver, lymph-nodes, and bone-marrow. 
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Fig. 2—Temperature chart of case 2. 


The pleomorphic picture, together with giant cells and 
necrosis, suggests that the diagnosis lies between Hodgkin’s 
disease and polymorphic reticulum-celled sarcoma. In spite 
of the absence of eosinophils pelymorphic reticulum-celled 
sarcoma cannot be diagnosed in the absence of invasion of 
surrounding structures. 


Case 2.—A married woman, aged 34, had been, three years 
before admission, an inpatient under my care, with rheumatoid 
arthritis and patent ductus arteriosus. Her general condition 
had been poor, and she had had the typical but not severe 
deformities of rheumatoid arthritis affecting the joints of the 
fingers, wrists, knees, and ankles. In view of her rather poor 
physique ligation of the ductus had been postponed. A year 
later, her erythrocyte-sedimentation rate (E.S.R.) being now 
only 9, fever being absent, and her general condition being 
better, the patient had been transferred to the care of Mr. O. 8. 
Tubbs, who had tied the ductus arteriosus. She had made a 
very good recovery from this and had been discharged without 
an audible ductus murmur. Seven months before admission, 
pain and swelling had returned to her joints, and she had 
become generally less well. 

Tn hospital she developed a considerable fever, the tempera- 
ture averaging 102°F but occasionally rising to 103°F. The 
cause of this was uncertain, but the Eis.R., which on admission 
was 32 mm. in an hour, rose to 50 mm. in an hour. A blood- 
culture was sterile, and no abnormality was seen in a chest 
radiogram. There -was -no ,appreciable leucocytosis. A 


The patient became afebrile * 


white-cell count at this time was between 7300 and 11,000 
perc.mm. The urine was sterile. 

Treatment.—Because the symptoms were being aggravated 
by the persistent fever, cryogenine gr. 7!/, t.d.s. was given for 
four days. The temperature fell to normal in twenty-four 
hours (fig. 2), and the patient felt much better. After a further 
three weeks’ observation, during which she remained afebrile, 
she was discharged. 


Case 3.—An unmarried girl, aged 22, was admitted after 
having been ill two and a half months with persistent dry 
cough, severe night sweats, rapid loss of weight, and extreme 
fatigue at the end of her day’s work as a barmaid. 

On admission she was-very ill and was obviously severely 
wasted. Her temperature was spiky and remained for the first 
five weeks of her time in hospital between 99° and 103°F. 
Her heart-rate averaged 130, and her respirations 35 per min. 
Radioscopy of her chest showed a widespread miliary 
tuberculosis. 

Treatment.—The patient was given streptomycin 2 g. daily 
by injection, but this had no demonstrable ‘effect on her 
fever or heart-rate. At the end of her fifth week in hospital 
it was considered that the severe swinging fevet, with its 
associated profuse sweating, was a definite clinical handicap 
to her condition ; therefore cryogenine gr. 71/, t.d.s. was given - 
fora week. The effect was dramatic, the temperature remain- 
ing below 99-4°F for the whole of that period after the first 
two days (fig. 3). Three days after the discontinuance of 
cryogenine the temperature began to rise again, but remained 
at a definitely lower level, the average mean reading being 
below 100°F. After a further fortnight cryogenine gr. 71/, 
was given twice daily for a fortnight, and during this time the 
temperature remained below 99-2°F (fig. 3). Cryogenine was 
then discontinued, and the temperature mounted once more. 
The course of the tuberculosis was slowed by the streptomycin, 
but the patient died after having been in hospital just over 
five months. 


Case 4,—A man, aged 54, had begun, thirteen months 
before admission, to get a little breathless on exertion while 
at his work as a railwayman. Nine months before admission 
he had begun to cough, without sputum, and this had disturbed 
his night’s sleep. Three months before admission he had 
begun to produce occasionally bloodstained sputum. He 
had then become increasingly breathless, had had to 
stop work, and had been admitted to the East Surrey Hospital, 
Redhill, for investigation, whence he was transferred to 
St. Bartholomew’s. 

On examination he was rather wasted, his trachea was 
slightly deviated to the right, and the right side of his chest 
was flattened and moved poorly. Physical signs of pulmonary 
collapse were present at the right base. Clubbing of the fingers 
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Fig. 4—Temperature chart of case 4. 
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Fig. 5—Temperature chart of case 5. 


was well marked. Radiography showed a definite shadow 
in the posterior part of the right lung, presumably due to a 
mixture of collapse and consolidation; the picture was 
typical of a neoplasm. Bronchoscopy (Mr. O. 8. Tubbs) 
showed constriction of the right upper bronchus, which was 
nearly occluded by a proliferative growth, sections of which 
showed it to be an oat-celled carcinoma. 

Progress.—The patient had fever during the whole of his 
three-month stay in hospital; it was moderate at first, but 
halfway through March there was a swinging temperature 
between 97° and 103°F. Since clinically the patient did not 
seem to have severe toxemia with this fever, and since his 
white-cell count during this time fell from 15,300 to 9500 
per ¢.mm., cryogenine gr. 7'/, was given twice daily for three 
days, t.d.s. for three days, and twice daily for one day. Not 
only did the temperature fall to normal after a week (fig. 4), 
but it remained nearly normal for the rest of the patient’s 
two and a half weeks’ stay in hospital, except for a few 
occasions on which it rose to 99-0-99-8°F. The patient was 
then discharged. 


Case 5.—A married woman, aged 57, had ten months 
before admission felt abnormally tired and begun to lose her 
appetite. Eight weeks before admission she had begun to 
have a dull ache to the left of the umbilicus, to feel nauseated, 
and to have severe attacks of sweating, chiefly at night. These 
attacks had been followed by shivering. The nausea and 
fatigue had increased, and she had been referred to Dr. Bodley 
Scott, who has kindly allowed me to add her to this series of 
cases. 

On admission to. the Florence Nightingale Hospital the 
patient had fever rising to 102°F at night associated with 
rigors. Her spleen was enlarged. She was treated by 
chemotherapy and with penicillin, which cured a urinary 
infection by Strep. viridans but had no effect on the fever 
or rigors. After investigation for typhoid and Brucella 
abortus infections, which were negative, a biopsy specimen 
from a gland on the right side of the neck suggested an 
infective condition and was not typical of a reticulosis. 

Treatment.—In the absence of a diagnosis the patient was 
given cryogenine gr. 7'/, t.d.s. for four days, which caused an 
immediate disappearance of the fever (fig. 5), the temperature 
remaining down for three weeks. In view of the severe 
anemia and the enlarged spleen the patient was referred 
to Mr. Allan Hunt for abdominal exploration, since it was felt 
that splenectomy might cut short the hemolytic process. 
The spleen was removed, and its histological and patho- 
logical appearance suggested lymphosarcoma. 


DISCUSSION 


Perhaps the most interesting point about the action 
of cryogenine in this series is that a small dose seems to 
be sufficient to reduce the temperature, and that, after 
this fall has been achieved, the effect continues for a 
much longer time than can be explained on general 
principles by a continued action of the cryogenine. This 
is seen in all of the cases here described except case 3 
(miliary tuberculosis). In this case cryogenine reduced 
the fever each time it was given ; but, when cryogenine 
was withheld, the temperature rose within twenty-four 
hours to its previous higher level. 

Cryogenine seems to be an effective antipyretic in 
some cases, and should therefore be considered in cases 
in which reduction of the temperature may be important 
or when ‘nervous fever’’ is suspected. The rather 
dangerous diagnosis of ‘“‘ nervous fever” should only be 
made after an extremely full investigation has proved 
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negative, in patients in whom the E.s.R. and white-cell 
count are normal in spite of considerable fever, in whom 
the temperature has been carefully checked by a respon- 
sible nurse, and in whom there is other evidence of hysteria 
or psychological abnormality. Further, cryogenine would 
be particularly useful in controlling the fever of some of 
the reticuloses where the raised temperature occurs 
apparently as part of the clinical picture irrespective 
of any intercurrent infection. 

The fact that cryogenine exerts a rapid effect which 
persists for days or weeks, long after the cryogenine 
must have been either excreted or neutralised by the 
body, suggests that it has some action on the heat-regulat- 
ing centre. It is arguable that sometimes fever is due 
to a minor disorder of this centre and that eryogenine 
renders it more sensitive to the physiological processes 
and nervous impulses which control the temperature so 
accurately in healthy people. 
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VITAMIN E IN INTERMITTENT 
CLAUDICATION 


A. Hati RatcuiFre 
M.A., B.Se., D.Phil. Oxfd 
LECTURER IN EXPERIMENTAL METHODS, DEPARTMENT OF 
SURGERY, UNIVERSITY OF MANCHESTER 

THE connexion between the tocopherols (vitamin E) 
and the development of the vascular system was reported 
by Adamstone (1931) from the study of chick embryos, 
and later by Mason (1943) from rat embryos. 

The clinical improvement of cases of, senile vulvo- 
vaginitis after treatment with large doses of vitamin E 
was reported by Shute (1942). The appearance of biopsy 
specimens of vulvar tissue after such treatment suggested 
to Shute that the improvement was due to proliferation 
of new capillaries or the reopening of old collapsed 
capillaries. From the time-lag of 2-4 weeks before 
improvement took place and on physiological grounds 
it was considered that proliferation of new capillaries 
was the more likely. 

The effect of tocopherol therapy on vascular diseasés 
of the legs was reported by Shute et al. (1948). Clinical 
studies of various conditions, including thrombophlebitis, 
indolent ulcers, early gangrene, and ‘ thromboangiitis 
obliterans,” suggested that vitamin E was of value in 
such conditions. 

The clinical results of vitamin-E therapy in 81 cases of 
obliterative vascular disease of the legs with intermittent 
claudication have been analysed by Boyd et al. (1949). 
It is from the data compiled on these and subsequent 
patients treated from the neurovascular clinic at the 
Manchester Royal Infirmary that the following cases 
have been selected. 


INTERMITTENT CLAUDICATION 
A routine clinical examination is made of all patients 
complaining of intermittent claudication, the results 
being entered on a standard form. The data recorded 
include the location of the pain, the history of the onset, 
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the progress of the condition, the state of nutrition of the 
limb, the presence or absence of pulses, and oscillometric 
readings at various points on the leg. These data enable 
the underlying vascular lesion and the affected muscle 
group to be recognised (Boyd et al. 1949). It then remains 
for the severity of the condition to be assessed before the 
treatment can be decided. Where the state of nutrition 
is such that the limb is in danger, the primary effort 
must be directed to saving the leg. Where the limb is 
not in danger, the treatment is aimed at the relief of the 
subjective manifestation of pain which interferes with 
the patient’s daily life. The circulatory deficiency of the 
leg must therefore be assessed in the light of the demand 
made on the patient’s blood-supply. The required data 
are obtained by testing the patient’s ability to walk 
under controlled conditions. 

The patient is exercised by walking either over a known 
circuit of the hospital corridors or on a ‘‘ claudicometer,”’ 
consisting of a platform over which runs an endless 
conveyor belt driven by an electric motor through a 
continuously variable V-belt system. The rate of walking 
is decided by the patient as being his normal pace. 

When the claudication pain begins, the distance is 
noted by the observer. The patient is not allowed to rest 
but is urged to continue walking as far as possible, mean- 
while describing the subjective phenomena. The distance 
at which the patient eventually halts is also noted. From 
the data obtained it is possible to classify the severity of 
the condition as belonging to one of three types. 

The rationale of the classification depends on a con- 


sideration of the events taking place in a muscle during * 


exercise. The blood-supply to a muscle at rest is scanty 
but it increases considerably with exercise (Krogh 1922). 
If the muscle is exercised under conditions of ischemia, 
pain results (Lewis et al. 1929). Though the exact mecha- 
nism of the vasodilatation and the production of pain 
has not been fully described, it cannot be doubted 
that the initiating event is the accumulation of meta- 
bolites in the contracting muscle (Hamilton 1947). With 
continuing exercise the level of metabolites will become 
steady when the rate of elimination is equal to the rate 
of production. With normal blood-supply stabilisation 
takes place below the threshold of pain; but in the 
claudicant, with reduced blood-supply, the pain threshold 
is reached before stabilisation. The level at which equi- 
librium can be attained depends on the relation between 
blood-supply and demand, and it is this level which 
determines the severity of the pain and the clinical type 
of claudication. ry 
THREE CLINICAL TYPES 

Type I.—In this type the blood-supply and demand 
are about equal. Before maximum vasodilatation is 
achieved the pain threshold is crossed, but equilibrium is 
eventually reached below the threshold. On walking, 
the type-1 claudicant complains of the onset of pain, but 
on continuing to walk he announces, usually with some 
surprise, that the pain has disappeared. That the equi- 
librium is just below the pain threshold can be demon- 
strated by increasing the rate of walking above the 
normal, causing the pain to return. 

Type II.—Here equilibrium is reached above the 
threshold of pain. On continuing to walk after the onset 
of the claudication the patient says that the intensity of 
the pain remains much the same. Eventually he stops 
walking, not because of any increase in intensity but 
because of the persistence of the pain. Naturally the 
patient with the less intense pain tends to walk further 
than the patient with the more severe pain. 

‘ Type III.—Equilibrium is never reached with this 
type; the deficiency of blood-supply is such that the 
pain becomes intolerable before that point. The type-I 
patient, on being urged on after the onset of claudication, 
states that the pain is growing worse; and he halts a short 
distance further on, obviously in extreme pain. 





SELECTION OF CASES 


It is beyond the scope of this paper to discuss the 
treatment of intermittent claudication. Details are given 
in the paper by Boyd et al. (1949). Symptomatic relief 
is in general obtained in the type-I patient by any treat- 
ment in which the patient has confidence leading to his 
taking the increased exercise necessary to develop his 
collateral circulation ; in the type-11 patient by methods 
designed to increase the blood-supply beyond the demand 
(lumbar sympatheétomy gives the best results); in the 
type-l1t patient by methods designed to reduce the 
demand for blood (the blood-supply cannot be increased 
to bridge the gap). 

In the type-u claudicant, though sympathectomy 
gives the greatest improvement, it is often contra- 
indicated for other reasons. It is for this type of patient 
that vitamin-E therapy is used. The treatment recom- 
mended by the neurovascular clinic consists of the 
synthetic «-tocopherol (‘Ephynal’ Roche) 400 mg. daily 
by mouth. 

The criteria for the inclusion of cases in this series 
are as follows : 

1. Type-m claudicants for whom sympathectomy is contra- 
indicated. 

2. The patient must not have had any other treatment. 

3. The halting distance must not exceed 500 yards—the 
reason for this restriction is apparent from the method of 
assessment of results. 


SELECTION OF CONTROLS 

During the investigation of intermittent claudication 
some patients were given substances—e.g., nicotinic acid 
—which it was believed might relieve the condition. 
Certain patients for whom vitamin E was recommended 
were either not given the treatment by their own doctors 
or were given inadequate doses. For purposes of compari- 
son with the results obtained from vitamin-E therapy 
it has been decided to class all these patients as having 
been on a placebo treatment. For inclusion in this control 
series the same criteria have been applied as for those 
cases treated with ephynal. 

ASSESSMENT OF RESULTS 

The patient’s chief concern is the interference with his 
daily life by the pain on walking. As the treatment of the 
cases in this series was directed to the relief of this pain, 
assessment of results has been made on the patient’s 
ability to walk. The cases were reviewed after about 
three months’ treatment, when a walking test like that 
used for the original typing was made. It was considered 
that to walk 880 yards was in most cases economically 
desirable. The criterion for improvement was thus 
arbitrarily fixed as the ability to walk a minimum of 
880 yards with either complete freedom from pain or 
what the patient regarded as very minor discomfort. 
All other cases have been classed as ‘“‘ not improved,” 
though certain of the patients on vitamin-E therapy 
more than doubled their original halting distance. 


RESULTS 
Of the patients for whom «-tocopherol therapy had 
been recommended by the neurovascular clinic 41 
fulfilled all the requirements necessary for inclusion in 
this series. The walking test after three months’ treat- 
ment showed that 34 were “‘ improved ”’ and 7 were ** not 
improved.” 
The controls numbered 25. The walking test showed 
that 5 of these were “‘ improved ” and 20 “ not improved.” 
The significance of these observations can be judged 
most simply by a two-by-two contingency table. The 
modified form, quoted by Fisher and Yates (1948), for 
experimental data involving small numbers gives 
y?=37-4. From the tables in the same book for n=1 
and p=0-001, y*=10-8. The results may therefore be 
classed as “ highly significant.” 
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DISCUSSION 


The literature of «-tocopherol therapy is vast and highly 
controversial. The situation has been further complicated 
by the appearance of articles in the popular press hailing 
vitamin E as a substance which to all intents and purposes 
is a universal remedy. 

In November, 1946, the Council of the College of Physi- 
cians and Surgeons of Ontario considered claims made 
by the Shute brothers for the usefulness of vitamin-E 
therapy in cardiovascular disease. The conclusion of the 
council was the equivalent of the old Scottish verdict of 
““not proven,” with about the same damning result 
(Noble 1947). But, whatever the findings about the 
treatment of cardiovascular conditions in general, it is 
difficult to explain the improvement in certain cases 
cited by Vogelsang et al. (1947, 1948) as being due to 
causes Other than vitamin-E therapy. 

A complete review of the arguments which have been 
advanced for and against «-tocopherol therapy is not 
feasible here. Certain points, however, demand mention. 
The most important of these is that, to be effective, 
vitamin E must be given in large doses and for a long 
time. Both from published reports and from a study of 
the cases treated from the neurovascular clinic it seems 
that the optimum dosage is about 400 mg. daily. This 
should be given in the form of «-tocopherol, the biological 
activity of the @- and y-tocopherols being considerably 
less (Mason 1943). One of the most striking observations 
in connexion with vitamin-E therapy is the delay before 
the patient begins to notice any improvement. In 
obliterative vascular disease this delay is from four to 
eight weeks, the average being about six weeks. Negative 
evidence of the effectiveness of vitamin-E therapy with 
doses of less than 400 mg. daily for periods shorter than 
three months must therefore be considered inadmissible. 
Conversely, reports of success with small doses or 
treatment for a short time must also be suspect. 

In diseases of the circulatory system the number of 
variables involved may be large and the assessment of 
progress hazardous. In reporting 13 cases of cardio- 
vascular lesions Levy and Boas (1948) stress the difficulty 
of estimating the improvement. Even. when, as in 
patients with intermittent claudication, a yardstick of 
improvement—albeit an. artificial one—is available it 
must be used with care. Thus it would be possible to 
present a series of type-I cases in which 100% success 
was obtained ; but other substances are equally successful 
in this type. A series of type-II cases judged by the 
walking test would be a complete failure. It should be 
observed, however, that in certain type-II patients to 
whom vitamin E was given, though their ability to walk 
did not inerease sufficiently to be considered as 
‘**improved,” a considerable change for the better was 
noticed in the nutrition of the feet. 

Of the 7 “‘ not improved ”’ patients in this series one, 
who had originally been diagnosed as having diffuse 
obliterative arteritis, later had a secondary popliteal 
thrombosis, which would be sufficient to explain the lack 
of improvement. Examination of the case-records of 
the other 6 did not reveal any common factor which might 
suggest that vitamin-E therapy would not succeed. 

From the economic point of view it must be admitted 
that «-tocopherol is expensive. Presumably therefore it 
should be used only where there is a reasonable hope of 
success that could not be achieved by other means. Even 
in these cases, however, to give inadequate doses for 
short periods is just as wasteful as to use the substance 
haphazardly. 


SUMMARY 


Cases of obliterative vascular disease leading to inter- 
mittent claudication were selected from the records of the 
neurovascular clinic at the Manchester Royal Infirmary. 


The criteria ter dee selection of cases for treatment 
with vitamin E and of the controls are detailed. 

The results were assessed after three months’ treatment 
by testing the ability to walk. Patients who before 
treatment had been forced to halt at less than 500 yards 
were classed as ‘improved’ if after treatment they 
could walk more than 880 yards. 

Of 41 cases in the treated group 34 were improved ; 
of 25 cases in the control group 5 were improved. A 

2 test shows that the results may be classed as “ highly 
significant.”’ 

Points in connexion with the use of vitamin E, 
including the necessity for high dosage and long 
treatment, are discussed. 


For permission to publish these cases I wish to thank 
Prof. A. M. Boyd, professor of surgery in the University of 
Manchester and director of the neurovascular clinic at the 
Manchester Royal Infirmary. 
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INHIBITION BY METHIONINE OF THE 
TOXICITY OF CRYSTALS FROM 
AGENISED ZEIN 
OBSERVATIONS ON LEUCONOSTOC MESENTEROIDES 


J. G. Heatrucotre 
B.Sc. Manc., A.R.I.C. 


From the Research Association of British Flour-Millers, 
Cereals Research Station, St. Albans 


Tue isolation from agenised zein of a crystalline 
substance which is toxic to rabbits and dogs was reported 
recently from these laboratories (Bentley et al. 1949). 
It was shown further (Heathcote 1949a) that these 
crystals are markedly toxic to the bacterium, Leuconostoc 
pernapea2 gore P 60, even at concentrations as low as 
5 wg. per ml. of liquid medium, the bacterial cells being 
agg 2 ah etary and acid production substantially reduced. 
Still smaller concentrations—e.g., 1-5 yg. per ml.— 
produced miider effects resembling the antagonistic 
effects of certain chemicals on acid-producing bacteria * 


EFFECT OF ADDING METHIONINE TO CULTURE MEDIUM ON 
TOXICITY OF CRYSTALS TO L. mesenteroides 


EXPERIMENT I 








Concentration -Methi . Toxicity (extent 
of toxic | dl — | Mean titre of agglutination 
crystals in full- | modiui } (ml. of or diminution 
growth medium (ug./ml.) | 0-01N NaOH) | in numbers of 
(g./mal.) Ls. , bacteria) 
Nil Ame | 1-13 Nil 
200 .. 0-11 ++t+t+ 
50 ¥ | 0-57 +++ 
50 ca. 1000 | 1-04 Nil 
EXPERIMENT II 
Nil ' | 2-70 Nil 
20 - | 1-38 +++ 
20 100 2-44 Slight 
20 500 2-44 Nil 
20 1000 | 3-02 Nil 
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(Snell 1945, Heathcote 1949b), which are believed to be 
due to an unbalanced mixture of amino-acids. 

In preliminary work on the mode of action of the toxic 
crystals on this bacterium relatively large doses of 
various individual amino-acids, including those known to 
be essential for its growth, were added to the culture 
medium. The amino-acids examined were: dl-alanine, 
l-arginine monohydrochloride, dl-aspartic acid, l-cystine, 
dl-cysteine, glycine, l-glutamiec acid hydrochloride, sodium 
glutamate, J[-histidine monohydrochloride, I-hydroxy- 


‘proline, dl-isoleucine, dl-leucine, dl-lysine, dl-methionine, 


di-phenylalanine, dl-proline, dl-serine, dl-threonine, dl- 
tryptophane, /-tyrosine, and dl-valine. 

Of these amino-acids, methionine alone showed any 
effect on the toxicity. The addition of sufficient 
methionine to the medium nullified the toxic effect 
and restored acid production as illustrated in the 
accompanying table. 

From these and other experiments it appears that the 
toxic substance formed by the action of nitrogen tri- 
chloride on zein is absorbed by the bacteria in similar 
manner to methionine but that when methionine is 
present in excess it is preferentially absorbed. Conse- 
quently, it is not unlikely that the toxic substance is 
similar to methionine in chemical composition, in which 
case it is based on the methionyl residue of the zein 
molecule. More detailed evidence implicating methionine 
as the essential reactant is contained in a further paper 
from these laboratories (Nature, Lond. in the press). 

Since nitrogen trichloride can act as an oxidising 
agent, the simple oxidation products of methionine— 
methionine sulphoxide and methionine sulphone—were 
tested for toxicity towards L. mesenteroides P 60. The 
sulphone was found to be more toxic than the sulphoxide 
but the toxicity of both compounds was negligible 
compared with that of the crystals isolated from agenised 
zein. The crystals cannot, therefore, be identified with 
either of these two compounds. This result is in keeping 
with the comparative harmlessness of oxidised peptone 
(Lyman et al. 1947), containing methionine sulphone, 
when it is used as a medium for microbiological assays, 
with L. mesenteroides P 60 as the test organism. 

Further evidence suggesting a relationship between 
the unknown substance and methionine is derived from 
methionine assays on hydrolysates of the crystals 
prepared from agenised zein. Hydrolysis with 2-5N HCl 
in the autoclave at 15 lb. pressure for 6, 12, and 24 hours, 
though causing some reduction in toxicity, did not 
completely destroy it. _Treatment with 6N. HCl for 68 
hours at 110°C, however, completely removed all toxicity. 
From.a hydrolysate of crystals (0-5 mg.) prepared in 
this way the excess acid was removed on a water bath 
and the hydrolysate was neutralised and made to volume. 
The solution was tested in the usual manner (Heathcote 
1949a) to ensure the complete absence of toxicity 
towards L. mesenteroides P 60 and was then assayed 
for methionine using the same organism and a supple- 
mented medium of oxidised peptone (‘ Difco’). The result 
of the microbiological assay indicated a methionine- 
replacement value equivalent to 0-8% of l-methionine. 
Paper chromatograms on the hydrolysed material failed 
to reveal the presence of free methionine. The inference 
therefore is that the hydrolysis produces some substance 
possessing only partial methionine-replacement value 
for the organism. 

This work supports the conclusion in an earlier paper 
from these laboratories (Bentley et al. 1948): that it is 
the methionine portion of a protein molecule which gives 
it toxic properties when it is treated with nitrogen 
trichloride. 





SUMMARY 
The addition of methionine arrests the toxic effect on 
Leuconostoc mesenteroides P 60 of the crystals isolated 
from agenised zein. This finding is in keeping with the 
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view that it is the methionine portion of the protein 
molecule which is essential for the production of the 
toxic substance. 
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Bentley, H. R., Booth, R. G., Greer, E. N., Heathcote, J. G., 
Hutchinson, J. B., Moran, T. (1948) Nature, Lond. 161, 126. 
— McDermott, E. E., Pace, J., Whitehead, J. K., Moran, T. 
(1949) Ibid, 164, 438. 
Heathcote, J. G. (1949a) Ibid, p. 439. 
— (1949b) J. gen. Microbiol. 3, 392. 
Lymaa, C. M., Moseley, O., Wood, S., Hale, F. (1947) Arch. Biochem. 
or 


, 427. 
Snell, E. E. (1945) Advances in Protein Chemistry. New York; vol. U1, 
p. , 


EOSINOPHILIC LEUKAMIA AND FAMILIAL 


EOSINOPHILIA 
TWO ILLUSTRATIVE CASES 


J. D. Gray 
M.D. McGill 
PATHOLOGIST, BELGRAVE HOSPITAL FOR CHILDREN 
AND ROYAL EYE HOSPITAL (KING’S COLLEGE HOSPITAL GROUP), 
LONDON 
SYDNEY SHAW 
M.B. Lond. 
ASSISTANT CLINICAL PATHOLOGIST, CHARING CROSS 
HOSPITAL MEDICAL SCHOOL, LONDON 
Thomsen and Plum (1939), reviewing eosinophilic 
leukemia, summarised 14 published cases, since when 
a further 9 cases have been described : 
Drennan and Biggart (1930) described a case of eosinophilic 
response to an irritant in a boy, aged 15 years, whose 


“leucocytes numbered 61,000-73,000 per c.mm. (eosinophils 


28-70%). 

ri (1935) described a case of acute eosinophilic 
leukemia in a girl, aged 17, with 130,000\letcocytes per 
canm. (eosinophils 68%), and Reye (1940) another-in a boy, 
aged 51/, years, with 160,000 leucocytes per c.mm, (edsinophils 
712%)- 

Lepak (1940) described eosinophilic leukemia, possibly 
complicated by tuberculosis, in a man, aged 41, with 9500- 
40,300 leucocytes per c.mm. (eosinophils 15-30%). 

Bass (1941) reported the case of a boy, aged 64/, years, with 
9400-51,000 leucocytes per c.mm. (eosinophils 29-70%). 

Goehl (1942) reported a case of eosinophilic leukzmia in 
a male, aged 18, with 7900-190,000 leucocytes per c.mm. 
(eosinophils 5-88%). 

Fenner (1943) reported one in a male, aged 19, with 56,000- 
63,000 leucocytes per c.mm. (eosinophils 55%). 

Friedman et al. (1944) reported one in a boy, aged 11 years, 
with 126,000 leucocytes per c.mm. (eosinophils 82%). 

Hodgson et al. (1945) reported a case of myeloid leukemia, 
probably eosinophilic, in a woman, aged 44, with 46,000 
leucocytes per c.mm. (eosinophils 43%). 

Sex and Age.—Of the 23 cases 18 have been in males. 
The age-incidence ranges from 1 year 4 months to 
55 years, the distribution being 6 cases in the age-group 
1-14 years, 4 in that of 15-20 years, 2 in that of 25-35 
years, and 9 in that of 40 years or more ; in 2 cases the 
age was not given. 

Duration.—The duration of the illness, where stated, 
was in 5 cases more than two years, and in 13 cases was 
from a few days to fourteen months, suggesting that 
eosinophilic leuksemia tends to run an acute rather than 
a chronic course. , 

Eosinophilia.—The percentage of eosinophils ranged 
from 41 to 70, with an average of 63. The white-cell 
count fluctuated from normal to more than 200,000 
per c.mm., the average being about 76,000. 

Liver, Spleen, and Lymph-glands.—Enlargement of the 
liver, spleen, and lymph-glands was not constant. Any 
combination might be present or absent at any time 
of the disease. In nearly every published case attention 
was drawn to the maturity of the eosinophils in the 
peripheral circulation, the coarseness and heaping of the 
granules, and the vacuolation. Eosinophil and neutrophil 
metamyelocytes, myelocytes, myeloblasts, and normo- 
blasts were met with in the serial counts in all the 
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published cases. The myeloblasts cunail from 0-5 to 
9% of the differential count. 2 cases (Stephens 1935, 
Thomsen and Plum 1939) terminated in a myeloblastic 
crisis. 

Marrow.—The marrow picture varied. In Thomsen 
and Plum’s (1939) case 40% “stem” cells were found, 
and in Stephens’s (1935) cases 98% ‘“‘ blast” cells; 
Goehl (1942) found many myeloblasts, and Hodgson et 
al. (1945) 7% myeloblasts. However, Bass (1941), Fenner 
(1943), and Friedman et al. (1944) reported that the 
marrow was normal except for a great preponderance of 
mature eosinophils, as was also found in the present case. 

Necropsy.—Widespread infiltration of voluntary muscle, 
myocardium, pulmonary alveolar walls, splenic pulp, 
lymph-glands, liver, and kidneys by mature eosinophils 
was found. The cause of death in most cases was heart- 
failure due to infiltration. Mural thrombi were found 
in 4 cases, those of Reye (1940), Thomsen and Plum 
(1939), and Stephens (1935), and in the second case 
published by Hay and Evans (1929). 

CASE-RECORD 

Case 1.—A boy, aged 1 year 4 months, was admitted on 
Jan. 1, 1948, with bronchopneumonia and mild rickets. 
Radiography of his chest showed patchy areas of consolidation 
in both lower lobes. Blood examination showed Hb 61% 
(Haden) (9-52 g. per 100 ml.), white cells 17,800 per c.mm. 
(neutrophils 26%, lymphocytes 51%, eosinophils 20%, 
monocytes 3%, basophils 0). 

Jan. 9.—Chest clearing. Liver and spleen impalpable. 
Lymph-glands not enlarged. Mantoux 1/1000 negative. 
White cells 20,000 per c.mm. (neutrophils 12%, lymphocytes 
76%, eosinophils 12%, monocytes 0, basophils 0). Hb 72% 
(Haden) (11-32 g. per 100 ml.). 

Feb. 4.—Neither ova nor worms were discovered on 
repeated stool examinations. Casoni intradermal test negative. 
White cells 44,000 per c.mm. (neutrophils 13%, lymphocytes 
30%, eosinophils 55%, monocytes 1%, basophils 1% 

Feb. 13.—A short course of arsenic was begun. Liver three 
finger-breadths below the costal margin. Spleen impalpable. 
Small hard discrete glands in axilla, neck, and groin. White 
cells 33,000 per c.mm. (neutrophils 10%, lymphocytes 45%, 
eosinophils 45%, basophils 0, monocytes 0). Hb 62% (Haden) 
(9-67 g. per 100 ml.). 

Feb. 22.—Spleen impalpable. Liver still three finger- 
breadths below the costal margin. Its edge was thin and sharp. 
White cells 35,000 per c.mm. (neutrophils 12%, lymphocytes 
33%, eosinophils 53°, monocytes 2%, basophils 0). Normo- 
blasts 1%. Hb 70% (Haden) (10-92 g. per 100 ml.). 

Feb. 27.—Glands in the right axilla were enlarged. Liver 
as before. White cells 35,600 per c.mm. (neutrophils 11% 
lymphocytes 36%, eosinophils 50%, monocytes 1%, basophils 
0, eosinophil myelocytes 2%). Wassermann reaction negative. 

March 1.—The patient was discharged. White cells 
24,300 per c.mm. (neutrophils 20%, lymphocytes 50%, 
eosinophils 28%, monocytes 2%, basophils 0). Hb 66% 
(Haden) (10-3 g. per 100 ml.). 

March 31.—The patient attended hospital outpatients 
with another attack of bronchitis. Spleen palpable. Liver 
three finger-breadths below the costal margin. White cells 
81,800 per c.mm. (neutrophils 17%, lymphocytes 24%, 
eosinophils 54%, monocytes 1%, Mantis 0, neutrophil 
myelocytes 3%, eosinophil metamyelocytes 1%). Normo- 
blasts 1%. Hb 65% (Haden) (10-14 g. per 100 ml. ). 

June 14.—The patient was seen again for the first 
time since March. Spleen impalpable. Liver still three finger- 
breadths below the costal margin. Lymphatic glands still 
enlarged. W hite cells 49,600 per c.mm. (neutrophils 33%, 
lymphocytes 35%, eosinophils 30%, monocytes 2%, basophils 
0). Hb 66% (Haden) (10-3 g. per 100 ml.). 

June 26.—White cells 22,200 per c.mm. (neutrophils 16%, 
lymphocytes 47%, eosinophils 36%, monocytes 0, basophils 
1%). The tibial marrow contained hemocytoblasts 0-5%, 
erythroblasts 3%, normoblasts 8%, myeloblasts 1-5%, early 
myelocytes 6°, neutrophil myelocytes 3%, neutrophil 
metamyelocytes 4%, neutrophil polymorphs 13% Yos eosinophil 
myelocytes 11%, eosinophil metamyelocytes 9%, vag 5 
polymorphs 35%, lymphocytes 5-5%, monocytes 1:5% 
Leuco-erythroblastic ratio 7-5 to 1. 

The eosinophils seen in the peripheral blood and marrow 
smears were mostly bilobed mature cells. The granules were 
coarse and tended to “heap” in the cytoplasm. There 
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was salt isan vacuolation. 
and the cytoplasm did not stain. 

The cells called early myelocytes in the marrow films were 
somewhat of a puzzle ; except for a loss of intensity in stain 
in the nucleus and the presence of granules, they could have 
been called myeloblasts. The nucleus filled the cell except at 
one pole, where there was a slight indentation, and it was 
paler than the myeloblast. At the indentation there were 
a few granules, some eosinophilic and others markedly 
basophilic. 

Examination of Relations.—A history of allergy was not 
obtained. The mother’s white-cell count gave 8400 leucocytes 
per c.mm. (neutrophils 72%, lymphocytes 18%, monocytes 
6%, eosinophils 4%, basophils 0). The father’s white cells 
were 4700 per c.mm. (neutrophils 56%, lymphocytes 42%, 
monocytes 2%, eosinophils 0, basophils, 19), The patient’s 
sister had 11,250 white cells per c.mm. (neutrophils 73%, 
lymphocytes 16%, , monocytes 6%, eosinophils 4%, basophils 
1%). His twin “brother had 13,100 white cells per c.mm. 
(neutrophils 23%, lymphocytes 70%, monocytes 5%, eosino- 
phils 2%, basophils 0). The diagnosis was _ therefore 
eosinophilic leukemia. 


‘The nucleus was slate-grey, 


FAMILIAL EOSINOPHILIA 

Familial eosinophilia is much rarer than eosinophilic 
leukemia. Stewart (1933), reviewing the published cases, 
reported 4 of his own, Malmberg (1939) added 1, and 
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Fig. I. Fig. 2. 


‘Atmar (1940) published 1 with a report on a biopsy 
specimen of the liver. Bowman (1941) described two 
families in which the diagnosis might reasonably be 
entertained. The number of families with familial 
eosinophilia reported hitherto is fourteen (not including 
the one here presented). The familial incidence in 
the four families described since Stewart’s (1933) paper 
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Fig. 3. 
is shown in figs. 1-4. In Bowman’s patient (fig. 2) the 
eosinophils were of adult type, the spleen and lymph- 
nodes were enlarged at various times, and the marrow 
showed eosinophil hyperplasia. The patient and his 
two sisters were subject to urticaria. In Atmar’s (1940) 
family no parasites were isolated and the Wassermann 


reaction was negative. When the patient was operated 
on for repair of a ventral hernia, the liver was seen to 
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Fig. 4. 


have multiple grey areas about 1 cm. in diameter. 
A biopsy specimen showed intense infiltration of the liver 
parenchyma with mature eosinophils. 

Inheritance.—Analysis of the published family histories 
shows that eosinophilia was transmitted through the 
mother in 11 families, through the father in 2, and 
through both parents in 2. 

Allergy.—Of the families reported, 5 show allergy in 
one or more members (Klinkert 1911, Stewart 1933, 
Bowman 1941). 

Eosinophilia.—The average percentage of eosinophils 
in the differential white-cell counts was 21%, the range 
being from 4 to 80%. The total white-cell count 
varied from normal! to 46,000 per c.mm. Inexplicable 
transient eosinophil leucocytoses lasting up to three 
months were encountered in the affected families. They 
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were not accompanied by any signs of ill health. As the 
eosinophil percentage rose, the neutrophil-count fell, 
with the result that at maximal eosinophil-counts there 
was an absolute neutropenia. The eosinophils in the 
peripheral circulation were normal adult cells and 
differed in no way from those seen in routine counts. 
This is in contradistinction to the picture presented in 
eosinophilic leukemia. In none of the families reported 
were any immature eosinophils noted in the smears. 

Inver, Spleen, and Lymph-glands.—At various times, 
in observed members of the families, the liver, spleen, 
and lymph-glands enlarged temporarily. 

Marrow.—The marrow presented an orderly pro- 
gressive maturation in which the emphasis in the 
granular elements was on the eosinophil at the expense 
of the neutrophil. 

CASE-RECORD 

Case 2.—A boy, aged 2 years 4 months, was referred to 
outpatients on Feb. 27, 1948, with a history of pallor for nine 
months. He was otherwise apparently healthy. There was 
no definite family history of allergy, but his mother had had 
“catarrh ” for many years. The patient had had bouts of 
bronchitis with wheezing. A blood-count had been done on 
Feb. 16 privately. The white-cell count was given with no 
mention of a differential count. Eosinophilia had thus been 
missed—a lesson on the necessity of looking at every film. 

On examination the patient appeared pale, his liver edge 
was just palpable, but his spleen was impalpable. The left 
inguinal glands were slightly enlarged, but the other lymph- 
glands were normal. A blood-count showed red cells 5,060,000 
per c.mm., Hb 66% (Haldane), colour-index 0-65, white cells 
20,000 per c.mm. (polymorphs 11:5%, lymphocytes 25-5%, 
monocytes 1%, eosinophils 59-5%, basophils 2-5%%). 

March 5.—The patient was admitted for investigation. 
Mantoux test 1/1000 negative. Erythrocyte-sedimentation 
rate 9 mm. in | hour (Westergren). 

March 8.—Hb 66%, white cells 22,500 per c.mm. (poly- 
morphs 16%, lymphocytes 24%, monocytes 2:5%, eosinophils 
57%, plasma cells 0:5%). Three stools were examined, but 
neither ova nor worms were seen. No obvious cause for the 
eosinophilia was found. 

Examination of Relations.—The patient’s father had 6400 
white cells per c.mm. (polymorphs 68%, lymphocytes 27%, 
monocytes 4%, eosinophils 0-5%, basophils 0:5%), and his 
mother had 6800 white cells per ¢ ‘mm. (polymorphs 54%, 
lymphocytes 28:5%, monocytes 3:5%, eosinophils 11-5%, 
basophils 2-5%). 

Marrow.—The patient’s tibial marrow gave a total nuclear 
count of 58, 500 per c.mm. (hemocytoblasts 0-2%, pro-erythro- 
blasts 0-2%, normoblasts 3-8%, myeloblasts 0:6%, pre- 
myelocytes 1-4%, neutrophil myelocytes 0-9%, eosinophil 
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myelocytes 6:8%, neutrophil_metamyelocytes 1-8°% Tos neutro- 
phil polymorphs 16-0%, eosinophil leucocy tes 34-9%, basophil 
leucocytes 0: 279, lymphocytes 28-9%, monocytes 4:0%, 
plasma cells 0:3% The myeloid-erythroid ratio was 15-6 
to l. The marrow showed a considerable increase in eosino- 
phils and a relative decrease in the other series. The absence 
of primitive white cells was against a diagnosis of eosinophilic 
leukemia, and in view of the mother’s eosinophilia the family 
was examined for familial eosinophilia, with the result shown 
in fig. 5. 

The blood-group genotypes of the patient and his parents 
were as follows: father A,r r, mother B,R R, and the patient 
B,R r. 

March 25.—The patient was discharged unimproved, with 
the diagnosis of familial eosinophilia. 


DISCUSSION 
Hematologists have been reluctant to admit the 
existence of eosinophilic leukemia as a pathological 
entity. It does not exhibit the characteristics which they 
expect of a leukemia, and other eosinophilias reported 


as possible leukzemias in e, in the light ots newer know- 

ledge, been found to belong to Loffler’s syndrome or 
tropical eosinophilia. Nevertheless that this condition 
is a form of leukemia is strongly suggested by the 
following facts: (1) the eosinophil is abnormal ; (2) each 
case has shown immature forms in the peripheral blood- 
stream if followed long enough—in contradistinction to 
familial eosinophilia, where, in spite of a persistent 
leucocytosis, immaturity is never seen, and the eosinophil 
looks normal; (3) the condition can end as a myelo- 
blastic state; and» (4) the marrow films show a 
reversion to immaturity, which is not seen in familial 
eosinophilia. 

The point of departure from ordinary myelogenous 
leukemia seems to be at the early myelocyte or pre- 
myelocyte stage. An unusual type of cell was noted in 
the marrow by Thomsen and Plum (1939) and Stephens 
(1935) and in the present case. It has been described as 
a “stem ” cell by Thomsen and Plum (1939), who state 
that it does not resemble a leukemia cell or a normal 
marrow cell, and describe it as having a sharply defined 
and deeply staining nucleus and a poorly defined cyto- 
plasm .with minute blue granules at the periphery. 
Stephens (1935) calls it a “ blast” cell, with a nucleus 
paler than a myeloblast and a faintly basophilic cyto- 
plasm with no granulation. In our case it was about as 
large as a myeloblast, the nucleus was sharply defined and 
stained less deeply than the blast cell, the cytoplasmic 
rim was faintly basophilic, there was an indentation at 
one pole and there were a few large coarse mixed 
eosinophil and basophil granules. In the two cases 
published by Thomsen and Plum (1939) and Stephens 
(1935) the cells were seen in a terminal myeloblastic 
phase of the disease, and in our case during the chronic 
stage. Possibly the different descriptions. are due to 
different stages of maturity. 

Infiltration.— Death in eosinophilic Satine is due to 
infiltration by the adult leucocyte of organs essential 
to life, particularly the myocardium. Though the 
eosinophil is usually referred to as a tissue-fluid leuco- 
cyte, its power of infiltration in the adult form does not 
seem to be fully appreciated. This power of infiltration 
has been shown in both eosinophilic leukemia and 
familial eosinophilia, and therefore seems to be dis- 
tinctive of the cell, suggesting that it has primarily a 
tissue function ; whether this is a ‘‘ detoxication”’ or 
not is hardly germane to the present discussion. The 
extent of the infiltration seems to depend on the degree 
of the leucocytosis and its duration ; that the infiltrative 
capacity of the eosinophil is of general importance is 
suggested by a case reported by Barrie and Anderson 
(1948), who describe pyloric hypertrophy due to massive 
eosinophilic infiltration in a patient with persistent 
eosinophilic leucocytosis. They conclude that the 
appearance of the pylorus was due to an organic intestinal 
allergic reaction ; the possibility that it might have been 
secondary to familial eosinophilia, or even an eosinophilic 
leukemia, was not considered. Up to now these two forms 
of eosinophilia have been classed as a hematological 
curiosity, but familial eosinophilia may be more wide- 
spread than is suspected, and its presence may be a more 
rational explanation for some of the focal lesions hitherto 
described. The release of relatively large amounts of 
histamine set free by the death of the eosinophils may 
explain the localised areas of necrosis which so often 
accompany focal infiltration by eosinophils. 

Allergy.—Whether the allergic reactions commonly 
noted in familial eosinophilia are coincidental with, 
causes of, or caused by the eosinophilia is difficult to 
decide. Their incidence is too great for coincidence to be 
a plausible explanation ; and, if inherited sensitivity was 
the cause of familial eosinophilia, one would expect 
the condition to be much commoner than itis. It therefore 
seems more reasonable to conclude that the existence and 
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death of a lores number of codnnsiies in the body may ybe 
responsible for the allergic manifestations, which are an 
expression of systemic histamine activity. This point 
raises the question of eosinophilic leucocytosis in allergy. 
In view of the many cases of allergy seen, and the relative 
paucity of counts showing much eosinophilia, we suggest 
that, where allergy coexists with a high degree of eosino- 
philia, other members of the family should be investi- 
gated for familial eosinophilia. Possibly a separate class 
of “ allergies ’’ exists who are such because of their blood 
condition and not because of any sensitivity to bacteria, 
dust, or pollen. sumer 

A case of eosinophilic leukemia and one of familial 
eosinophilia are described, and previously published 
cases reviewed. ‘ 

The evidence suggests that eosinophilic leukemia is 
an entity. 

Attention is drawn to the infiltrative power of the adult 
eosinophil. 

The relation of allergy to familial eosinophilia is 
discussed. 

We acknowledge gratefully the help of Dr. A. Doyne Bell, 
under whose care both patients were admitted. 
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DEOXYCORTONE ACETATE AND ASCORBIC 
ACID IN THE TREATMENT OF 
RHEUMATOID ARTHRITIS 


Davin Le Vay GEOFFREY E. Loxton 
M.S. Lond., F.R.C.S. M.B. Camb., M.R.C.P. 
ORTHOPAZDIC SURGEON PHYSICIAN 

WOOLWICH GROUP OF HOSPITALS 


Lewin and Wassén ! report that the combined injection 
of deoxycortone acetate and ascorbic acid caused 
temporary improvement in cases of rheumatoid arthritis. 
Our object here is simply to state that we have been able 
to confirm these results in a considerable proportion of 
cases, Further work is proceeding on the mode of action 
of these substances and the physiological changes they 
produce and will be reported in due course. We have 
studied 23 cases, using the recommended dosage of 
5 mg. of deoxycortone intramuscularly followed within 
five minutes by 1 g. of ascorbic acid given intravenously, 
and these are grouped below according as to whether 
there was a striking response, an improvement, or a 
failure to react favourably at all. 


STRIKING RESPONSE 

CasE 1.—A woman of 34 with polyarthritis of five years’ 
standing and the left shoulder restricted to a painful limit 
of 150° in abduction acquired a full free painless are within 
ten minutes. The improvement was maintained for seven 
hours, and control injections with water the next day failed 
to elicit any response, much to the patient’s disappointment. 

Casr 2.—A woman of 38 with polyarthritis of three years’ 
standing. Fifteen minutes after injection she was able to 
close one fist for the first time in seven months, there was a 
great increase in excursion of the wrists with disappearance 
of forearm spasm, and the left knee bent easily into full 


eT ‘Lewin, I E., Ww assén, B..: Lancet, Nov. 26, p. 993. 
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Rindoh, | an increase of 20°. All pain went, the patient felt 
generally relaxed, and this improvement lasted for eight hours. 
The same effect was reproduced two days later, but the next 
day an injection of ascorbic acid + saline gave only a mild 
improvement which she found disappointing. The origina! 
effect was reproduced with deoxycortone +- ascorbic acid 
after two days. 

Case 3.—A woman of 56 with polyarthritis of twelve years’ 
standing, in great pain, with many tender joints, and unable 
to walk without assistance. Two hours after injection she 
could walk unaided, all pain had gone, and both fists could 
be closed for the first time for nine months. The improvement 
lasted twenty-four hours. Four days later the initial effect 
was reproduced, but after another three days a control 
injection of saline + saline gave no obvious improvement. 
Some improvement persisted in this case; the swelling and 
ulnar deviation of the metacarpophalangeal joints of one 
hand cleared up and she was able to get her shoes on again 
for the first time in six months. 

Case 4.—A woman of 44 with quiescent arthritis in many 
joints and a warm swollen foot and ankle in which full 
movement was prevented by pain and spasm. After ten 
minutes a full painless range was obtained and maintained 
for several hours, and the swelling decreased. There was 
considerable subjective improvement and the gait was better. 


CasE 5.—A rather obtuse and sceptical working man of 


60 with quiescent polyarthritis and a right shoulder restricted 
by pain and spasm to 140° of abduction. Improvement 
began fifteen minutes after injection and in two hours there 
was an enormous subjective change. He felt “as if his 
joints had been well oiled,”’ there was a complete easy range 
at the shoulder, and there was an obvious ease of movement 
in the wrists and loss of forearm spasm. 

Case 6.—A man of 45 with polyarthritis and painful 
shoulders grossly limited in abduction and rotation was 
relieved of pain within an hour and acquired almost full 
rotation and greatly increased abduction movement. 


IMPROVED 

CasEs 7-21.—All of these lost some pain and some were 
completely relieved, there was lessening or disappearance of 
spasm, and in some cases measurable increase in joint 
movement. These cases include a boy with Still’s disease 
and a man with gonococcal arthritis.’ One woman who had 
had a particularly good initial response lasting twenty-four 
hours then developed a painful exacerbation lasting for 


three days. 
a lay FAILURES 


Case 22.—A man of 55 with polyarthritis of ten years’ 
standing. 

CasE 23.—A man of 26 with quiescent ankylosing spondy- 
litis of four years’ duration. 

DISCUSSION 

The natural history of rheumatoid arthritis has not 
been fully studied owing to the practical difficulty of 
following cases over the long and variable course of 
the disease without giving any treatment. The general 
view, however, is that 25% of cases undergo spontaneous 
recovery, 50% improve, “and 25% deteriorate despite 
treatment.2. To prove beyond any possible doubt the 
value of a treatment it is necessary to watch a long 
series of cases over a period with careful controls ant 
to establish a significantly better improvement rate in 
the treated cases. But in our experience, and we believe 
the experience is general, although the disease may have 
a comparatively sudden onset, it never undergoes such 
a sudden improvement as we have witnessed, in some 
cases within a few hours or even minutes of injection 
of deoxycortone and ascorbic acid. We know of no 
instance where such rapid loss of pain and joint tenderness 
and increase in range and ease of movement have occurred 
either spontaneously or after any form of treatment. 
If it be shown that such changes occur after these 
injections a very remarkable fact has been established, 
and with such a dramatic effect it does not need a long 
series of controls to establish this fact. 

We have taken the following features as criteria of 
improvement. 





2. A Primer of Arthritis: Committee of American Rheumatism 
Association, 1942. 
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1. The subjective impressions of the patient.—These, though 
by definition not to be objectively assessed, are equally not 
to be ignored. Of our 23 patients 21 felt better in them- 
selves, the result of a general feeling of well-being plus a 
partial or complete loss of local pain and spasm. Several 
patients became obviously relaxed and at ease. 

2. The relief of pain, both on the patient’s statement and 
on our observations during passive movement of affected 
joints. 

3. Lessening of spasm.—This is best appreciated if the 
observer moves the wrist-joint with one hand, keeping 
the fingers of his other hand resting on the volar surface of the 
patient’s forearm. The relaxation of the wrist flexors after 
injection was frequently noted, and even with cold wrists 
in which there were fixed obstacles to motion at the extremes 
of a limited range the same range was now traversed without 
spasm or apprehension. In the better cases it was notable 
that signs of gross underlying pathological changes, in the 
shape of grating and crepitus, which had previously been 
masked, appeared for the first time. 

4. Improvement of joint movement includes an increase in 
measured range, a greater ease of motion, a loss of apprehension 
in moving, and, in 3 cases, the overcoming of a resistance 
to full shoulder motion which had been present for several years. 

We are satisfied from these early observations that 
injection of deoxycortone acetate and ascorbic acid 
effects temporary clinical improvement in a considerable 
proportion of cases of rheumatoid arthritis. This improve- 
ment was dramatic in only 6 of our 23 patients, and the 
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observer of a series which did not include such cases 
might fail to notice instances of slighter improvement. 
We refer to what appears to be a specific pattern of 
response indicated by increased ease and comfort in 
active and passive movement, the decrease of regional 
pain and spasm, and an indefinable but genuine improve 
ment in the patient’s sense of well-being. We noted 
in case 2 that if deoxycortone + ascorbic acid gave a 
good result on one day, ascorbic acid + saline might 
give a moderate improvement the next day, and we feel 
that enough of the d®oxycortone may linger for a day 
or two to enable this to happen, so that a longer interval 
is desirable between control injections. 
SUMMARY 

23 cases of polyarthritis, mostly instances of rheuma- 
toid arthritis, have been treated with deoxycortone 
acetate and ascorbic acid injections. 6 of these exhibited 
rapid striking improvement lasting several -hours, 15 
were temporarily improved, and 2 failed to respond. We 
regard these findings as substantiating the claims of 
Lewin and Wassén that these substances given in con- 
junction exert a beneficial action in some cases of 
rheumatoid arthritis. 

Six of the patients were seen at the Kensington Institute 
of Rheumatic Diseases through the kindness of Dr. Kenneth 
Stone. 
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Gastroduodenal Hemorrhage as a Surgical 
i Emergency 


THE surgical section of the Royal Society of Medicine 
met on Dec. 7, under the chairmanship of Mr. DicBy 
CHAMBERLAIN, president of the section, to discuss 
gastroduodenal hemorrhage as a surgical emergency. 

Dr. A. H. DourHwaitTeE said that such hemorrhage 
presented one of the most difficult and terrible problems 
in medicine; it could not be solved by laying down 
dogmatic rules. He proposed to confine himself to 
the consideration of peptic ulceration, but there were 
some important points in the differential diagnosis. 

Cirrhosis of the liver might be difficult to diagnose. 
Chronic indigestion was quite commonly associated with 
it; and the liver and spleen were not always palpable, 
especially since the spleen shrinks with hemorrhage. 
Liver-function tests were unreliable in an exsanguinated 
patient. In some cases peptic ulcer complicated cirrhosis 
as a result of the gastritis which was usually associated 
with it. Chronic nephritis, with uremia was another 
source of trouble. The urine might not contain albumin 
in every case, but the patient was drowsy, and the 
tongue, in clear contrast with cases of peptic ulceration, 
was dirty. The heart was enlarged and the blood- 
urea was always over 100 mg. per 100 ml. Two other 
conditions to remember were pulmonary tuberculosis, 
which might be complicated by acute gastric ulcer, and 
hypertension; but this last was a quite uncommon 
cause of bleeding from the stomach. 

Different figures and opinions about the results of 
treatment were difficult to compare because so much 
depended on the criterion of severity. The hemoglobin 
percentage might be used, but it was unreliable ; if the 
reading on admission was 50% or more and the patient 
did not become restless or the pulse-rate rise, or if no 
loose red stools were passed, Dr. Douthwaite adopted 
medical treatment, and in a series of 35 cases managed 
in this way only 1 had died. Treatment consisted in 
the administration of fluids, blood-transfusion if the 
hemoglobin fell below 40%, and rest. He believed in 
morphine, but it sometimes had undesirable side- 
effects such as vomiting and pyloric spasm, and he 
therefore combined it with papaverine gr. 2 and pheno- 


barbitone gr. 3, all given together by intramuscular 
injection—somewhat of a blunderbuss, but effective. 

. Dr. Douthwaite thought it impossible to decide which 
patients would continue to bleed and which would not. 
He had treated 7 patients with a hemoglobin of 30% 
or less. They had been cold, sweating, and mentally 
confused ; the blood-pressure had usually been under 
70 mm. Hg. 6 of them had died directly as thé result 
of hemorrhage, despite transfusion ; the 1 who survived 
was aged 35. 6 similar cases operated on had all died, 
4 of them on the table. The mechanical and technical 
difficulties of stopping the bleeding by surgical methods 
were very great. He had come to believe that in. cases 
with a hemoglobin of 50% in which the pulse-rate rose 
or there was a further fall of hemoglobin, surgical treat- 
ment should be given without any further delay. Only 
so could surgical results improve. 

If a patient with a chronic ulcer had bled and recovered 
on two occasions, operation should be done in a quiescent 
interval. The ulcer was likely to be chronic in 90% 
of cases ; but it was not always easy to be sure. This 
difficulty was often due to the unreliable history given 
by patients of poor intelligence. If a chronic ulcer 
was shown radiologically in a patient aged 55 or more 
who suffered from arteriosclerosis, operation was indicated 
after only one hemorrhage. 

One cause of surgical failures was the poor general 
condition of patients with chronic ulcer. They some- 
times developed serious deficiencies in their plasma- 
proteins which gravely undermined their resistance to 
the strain of operation. Curare was a dangerous drug 
not only in emergency operations for hemorrhage but 
also in elective gastric operations. 

Mr. NoRMAN TANNER said that gastroduodenal bleed- 
ing as a surgical emergency resolved itself into three 
problems: (1) for which lesions is surgery indicated ? 
(2) when is surgery required ? (3) what surgical technique 
is appropriate ? At St. James’ Hospital between 1941 
and 1949 there had been 836 cases of gastroduodenal 
hemorrhage, constituted as follows : 


Gastric ulcer ee .. 364 Simple gastric neoplasm o* 5 
Duodenal ulcer... .. 258 Gastric diverticulum. . ‘ 1 
Anastomotic ulcer .. 40 Pancreatitis es — 2 
(sophageal ulcer. . 2 Carcinoma of pancreas pee 2 
Gastritis .. “oe .. 53 Aneurysm of aorta te 1 
Carcinoma of stomach .. 29 Uremia (chronic nephritis) 1 
Portal hypertension .. 381 Uncertain, duodenal diver- 

Hiatal hernia ar ee 3 ticulum, &c. ae ~« 44 
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The first five causes might be grouped together since 
they present with similar histories so that preoperative 
differential diagnosis is uncertain and the treatment is 
similar. Surgery must play a most important part in 
the treatment of this group. In carcinoma of the 
stomach the bleeding usually ceased spontaneously 
unless the growth was inoperable. Portal hypertension 
was best treated medically in the first instance, and in 
some cases the bleeding might be checked by direct 
pressure on the cesophageal varices produced by the 
balloon of an adapted Miller-Abbott tube (Rowntree’s 
method). But in some cases emergency surgery was 
needed. 

In solving the problem of when surgery was required, 
three possible courses were open to the clinician. 

1. He might treat all cases medically except those which 
were certain to die without operation. No patient who 
would have recovered naturally would lose his life because 
of unnecessary surgical interference, but on the other hand 
some patients would die of bleeding while the physician 
made up his mind; and the majority of those who would 


have died under purely medical treatment would still die 
because surgery was too late. 

2. The second course might be called selective surgical 
intervention and was the one most generally chosen nowa- 
days. Medical treatment was given first, but the surgeon 


was called in for those cases which bled repeatedly or 
persistently. 


3. The third course might be ealled the Finsterer method. 

Every patient with a chronic peptic ulcer who was admitted 
with severe hemorrhage was operated on at once. 
In order to test the efficiency of each of these three 
courses under constant conditions, Mr. Tanner arranged 
in 1941 for all cases of gastroduodenal hemorrhage to 
be admitted to his own wards. A standard régime was 
laid down but from time to time the surgical policy was 
changed. The results were as follows : 


Per- 


Per- 
, -entage Over-all 
No. of nit ‘ centage > 
cases Sa. ow operated —— ity 
of age on 
1941 to 1943: operation 
avoided as far as possible > ee Sata ae Sa D <\.<09..5 ae 
December, 1943, to June, 1944: 
earlier operation, always 
gastrectomy 5% a ar: | Doe eee | Cee 
June, 1944, to December, 1947 : 
operation early, simplest to 
stop bleeding ‘si ‘ee ee ee ° Glee dee 
January, 1948, to September, 
1949: ‘* Finsterer "’.. Se a | oe 6 7 


Two special points about these figures were the high 
average age of the patients and the omission of the 
operative mortality. This was low, but it was omitted 
because the over-all mortality was the more important. 
The operative mortality depended on the type of risk 
aecepted. 

The problem of surgical technique concerned mainly 
the peptic-ulcer group, but Mr. Tanner had devised an 
operation which he had used for cesophageal varices in 
quiescent intervals, and he suggested that it might be 
adapted as an emergency treatment for haemorrhage. 
He called it “ transgastric portocaval phlebotomy.” 
Its object was to interrupt the collateral channels carry- 
ing blood from the high-pressure portal system up to the 
esophageal veins, and thus to reduce the pressure in 
these veins to that of the caval system. It consisted 
in transecting the stomach (and with it all the vessels 
in its wall), dividing all the vasa brevia and the left 
gastric vein, and then re-anastomosing the stomach. 

For bleeding peptic ulcer the operation of choice was 
gastrectomy, provided that one was well acquainted 
with the operation and particularly with its difficulties 
in duodenal ulcer. For very large gastric ulcers in 
debilitated patients it was sometimes necessary to 
restrict the operation to a local attack on the ulcer 
itself, and for a time he had treated duodenal ulcer by 
opening the duodenum, closing the ulcer crater with 


deep sutures, and then closing the duodenum in such a 
way as to narrow it, finally making a gastrojejunostomy. 
He now, however, preferred gastrectomy for duodenal 
ulcer. Before deciding at operation that bleeding was 
due to gastritis, a most careful search must be made 
for an ulcer, which sometimes might be very difficult 
to find. If the search was finally negative, all four 
arteries supplying the stomach were ligatured; but 
even this would not stop the bleeding in every case of 
erosive gastritis, and when the bleeding from this cause 
was very severe gastrectomy should be done. 

The early surgical treatment of gastroduodenal hemor- 
rhage required that an experienced gastric surgeon be 
continuously available, and there must be an enthusiastic 
team. Although they had improved their results since 
they had undertaken more frequent surgery for hwemor- 
rhage, he intended to revert for a time to selective surgical 
intervention to see whether this improvement was 
fortuitous. In any case there would remain one great 
advantage in frequent surgery. When patients were 
discharged on whom gastrectomy had been performed, 
most of them were rid of their ulcer trouble for ever : 
when they were discharged after a conservative régime, 
many would return with bleeding and some would die of it. 

Mr. Ivor Lewis thought that the management of 
gastroduodenal hemorrhage should be shared by the 
physician and the surgeon, and the ideal combination 
was a keen young physician and a somewhat reluctant 
surgeon. The surgeon should be careful to exclude a 
palpable tumour, an enlarged spleen, and a bleeding 
diathesis. Operation should be considered in all cases 
of peptic ulceration, aged over 40, with a hemoglobin 
under 40%, especially if the bleeding was recurrent or 
persistent. It was difficult clinically to distinguish 
acute from chronic ulcers, and the preoperative diagnosis 
could be expected to be correct in only about 60% 
of cases. Frequent aspiration through a Ryle’s tube 
was a good way of keeping a really close watch on a 
case, because the patient might not vomit the blood and 
collapse until an hour after the bleeding had started. 
At operation the minimum requirements were to ligate 
the bleeding vessel and to exclude it from the gastric 
juice. It was of fundamental importance to recognise 
that bleeding from a peptic ulcer was secondary 
hemorrhage from a large vessel. 

Mr. A. M. Desmonp described his experience at 
St. James’ Hospital with a series of cases of gastro- 
duodenal hemorrhage; this included 45 cases of the 
peptic-uleer group operated on with only 2 deaths. 
In the selection of cases for operation, certain features 
were unfavourable for medical treatment. Patients 
who had severe pain and vomiting before the bleeding 
started, those in whom the pain continued after the 
bleeding started, bleeding while the patient was in 
hospital under treatment for peptic ulceration, and pain 
going through to the back, all suggested a serious prog- 
nosis without operation. Emergency gastroscopy was 
of great help to a clear preoperative diagnosis. 

Dr. AveRY JONES reviewed his experience in 400 
cases of gastroduodenal hemorrhage with an over-all 
mortality in some years of between 6% and 7%. Surgery 
had been used very little, but there was a small group 
that did need operation: these were patients over 
middle age who had repeated hemorrhage. One 
serious feature was the steady increase in the 
average age of patients admitted with gastroduodenal 
hemorrhage. 

In replying, Dr. Douruwaire explained that he 
regarded arteriosclerosis as a serious feature because 
patients suffering from it stood the loss of blood badly. 
Mr. TANNER paid tribute to Dr. Avery Jones’s advocacy 
of gastroscopy in hemorrhage and said that it had 
improved the rate of correct preoperative diagnosis at 
St. James’ Hospital from 65 to 85%. 
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Education and Practice 


ProGRESsS has certainly been made in some of the 
directions indicated by the Goodenough Committee’s 
report in 1944. Contributing to a symposium on 
medical education,! Mr. L. Farrer-Brown, who was 
secretary of the committee, is able to show that 
Government grants towards medical education have 


steadily increased: in 1947-48 the medical schools * 


received from public funds about £2,500,000 more 
than before the war, and the promised figure for 
1951-52 is about £3,200,000, which will represent 
about £240 per student compared with the pre-war 
figure of about £60. Though the committee has not 
secured that all qualifying examinations shall be 
“internal” university examinations, its recom- 
mended abolition of the four remaining non-university 
medical schools has taken place. Its guidance has 
also been largely followed over the appointment of 
staff. There are now many more whole-time appoint- 
ments (senior, junior, and intermediate) : whereas in 
1944, the undergraduate medical schools (excluding 
Oxford and Cambridge) had 11 whole-time clinical 
professors, in 1948 they had 40, besides a few others 
who were giving nearly all their time to their depart- 
ments in medical schools and teaching hospitals. 
While the clinicians in charge of firms or clinics 
continue to have full responsibility for the care of 
patients, they are expected to regard the professor 
(e.g., of medicine or surgery) as the academic head of 
their department, responsible for the codérdination of 
teaching within the department and for its proper 
linkage with teaching in the other departments. In 
some schools, Mr. FaRRER-BROWN says, the principle 
of academic headship of departments has been 
accepted with reluctance and is not yet fully applied ; 
but in the main it has been adopted more rapidly 
and widely than was generally expected five years ago. 

Advance can thus be recorded in what may be called 
the machinery of medical education. But are we yet 
clear on how the machinery should be used or even 
what it is supposed to produce ? Pointing out that 
some 60-75% of students become general practi- 
tioners, Dr. P. J. Macteop agrees with the Good- 
enough Committee when it said that “the type of 





1. Universities Quart. August, 1949, p. 737. 
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various subjects should have a definite bias towards 
the needs of the future general practitioner.” At 
present not only does the young doctor entering general 
practice find that he has to teach himself much of 
his difficult job, but he is. wrongly oriented towards 
it: he probably feels guilty because he can no longer 
apply all the scientific methods possible in hospital, 
and because so much of his work is with the minor 
disorders which he has been taught to despise. 

“With such ill-preparation and with such an 
unpromising start,’’ Dr. MACLEOD says, “it is a wonder 
how well most practitioners learn their work. Many 
don’t, however. They leave off the scientific approach 
when they find it difficult or that it does not apply and 
take to the easy method of earning a living—sometimes ~ 
with able tuition from a senior—by evasion, pre- 
varication, and the glib tongue. . . The standard of 
medicine practised by some general practitioners 
is lower than that in any other profession and 
it is time the profession realised that fact.”’ 

Dr. J. H. F. Broruerston argues that the real menace 
to the quality of practice today is neither the capitation 
fee nor the grossly inflated list of patients : “ it is loss 
of a sense of pride in their work which seriously 
afflicts many men in general practice.’ For this the 
teachers bear some responsibility. During the student's 
impressionable years they may lead him to regard the 
social medicine of general practice as an inferior 
substitute for “real’’ medicine as practised in hos- 
pitals. And Dr. MaciEeop complains that later, when 
they meet him in.general practice, they fail to realise 
that he has acquired knowledge which they lack. 
They are pleasantly condescending, and the practi- 
tioner, made freshly aware of his ignorance of a growing 
specialty, accepts the devaluation. 

How is the student to get a proper training for 
general practice ? Dr. BrorHerston rightly wants 
him to be taught some social medicine. ‘“ The gulf 
between hospital medicine and medicine outside is 
widening,” he points out. ‘‘ Yet the hospital remains 
the sole scene of medical training although there are 
many problems of individual and community health 
with which the hospital cannot deal.”’ Dr. MacuEop 
would like the student to see more of the beginnings 
of disease and have more practical experience in dealing 
with minor disorders: “‘ most final:year students can 
detail the stages of a gastroenterostomy but many of 
them have a very hazy idea only of how to incise a whit- 
low, or of what the drum looks like in an otitis media in 
a child.”” He would like every doctor after graduation 
to have a year’s apprenticeship in practice ; and this 
would at least ensure that the teachers of the future 
knew something about the work their students were 
going to do. Many believe that experienced general 
practitioners should give courses to students in their 
clinical years, either by coming into the teaching 
wards or by taking students with them on their 
rounds. The Cohen Committee ? rejected both plans 
for what Prof. J. M. Macxrinrosu, editor of the 
symposium, describes as a “ suspiciously large number 
of reasons.” 

Professor MACKINTOSH examines and contrasts the 
proposals of the Goodenough and Cohen Committees, 
from “ premedical” education onwards. The Good- 
enough Committee thought that a good grounding in 
physics, chemistry, and biology at school should 


2. The Training of a Doctor. Report of the Medical Curriculum 
Committee of the British Medical Association, 1948. 
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relieve the student of any detailed study of these 
subjects at the university ; the Cohen Committee, 
on the other hand, held that this would cramp the 
student's general education, and that these pre- 
medical subjects should be used to give him a training 
in scientific method, which is best done in a university 
atmosphere. Both committees, however, see the 
student as an almost non-stop learner. The Cohen 
report does allow him eight weeks’ holiday during 
each of the three clinical years, and short breaks at 
Christmas and Easter, but his preclinical studies are 
to be crowded into fifteen months, with fifty-six 
weeks of study—four of them, Professor MacKINTOSH 
remarks, “‘ blatantly stolen from the summer vaca- 
tion.” Under the Goodenough plan vacation courses 
are held, which worthy students will attend to their 
physical and mental detriment, while “* the gayer and 
more casual worker will reap an _ undeserved 
advantage.” 

“The various committees have tended to regard 
the student too much in quantitative terms ; they have 
been careful of his capacity as a holder-tank for 
learning. Or, in a more considerate way, the student 
has been regarded as an object. whose health is to be 
promoted, who is to play games, and who is to be given 
the benefit of medical care when sick. All this is good, 
but the student is also a creature ‘. . . with such 
large discourse, looking before and after.’ And each 
committee which reports on these matters has a plain 
duty to show how and when the student has time for 
eating, resting, reading, thinking, and playing. It 
would be nonsense to expect a timetable, but mere 
subtraction from a schedule of work is not good enough. 
The onus of showing time for other things rests on 
the committee that proposes a timetable of lectures and 
practical exercises. Here, for example, is a library 

-well-stocked, let us hope, for wide reading as well 
as for exact scientific reference ; well lighted, com- 
fortable, and spacious. When do the students have 
time (not merely snatched moments) to sit there, 
and read, and browse ? At present they have far too 
little time to themselves, and even their spare evenings 
are clotted with hand-to-mouth medical fodder.” 

Dr. Mactrop believes that the newly qualified 
doctor of today is a less developed man than his 
counterpart of a century ago, who had a larger 
experience of life and had learned his job in a more 
practical way: ‘the learning of an art gradually 
has been replaced by the rapid acquisition of a pseudo- 
science.” The proposal in the draft Medical Bill (now 
awaiting Parliament’s consideration), that a year of 
house-appointments before registration shall be com- 
pulsory for newly qualified doctors, will no doubt send 
them into practice better equipped, so far at least as 
hospital knowledge goes. But there is little sign that, 
even yet, the authorities have really come to grips 
with the question of what the student need not learn 
and why; and the curriculum, in prospect as well 
as in fact, remains ill-balanced, unwieldy, and poorly 
designed for its purpose. The contemporary student 
may be excused for feeling that between the various 
millstones he is being ground exceeding small, and it 
can be no satisfaction to him to know that having 
gone through the mill he will emerge only half-baked. 
As Professor MACKINTOSH says in conclusion, “ it is 
pathetic to see that all committees demand .. . 
of candidates for medicine the very qualities which 
they are industriously stifling in the overcrowding of 
the medical curriculum—broad and humane qualities 
which will make the student a better doctor and 
a better citizen.” 
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Tuberculous Patients’ Washing 


Most hospitals and sanatoria make careful arrange- 
ments about the sterilisation of hospital bedding and 
linen used by patients with open tuberculosis, and 
give some thought to the protection of the nurses 
or other staff who have to handle it. If the patient 
coughs carelessly, his counterpane and blankets may 
be liberally sprayed with bacilli; and, as the moisture 
dries, bacilli will be left on the surface of these 
coverings, to be disseminated into the air whenever 
the bedding is shaken. It might be wise therefore to 
require all nurses to wear masks and gloves while 
bedmaking, and indeed this is a rule in some sana- 
toria. Opinions differ about the value of these 
methods, but it is a sound principle to avoid personal 
contact with infected material, and these precautions 
are easy to take. They might also be applied when 
linen is being sorted and counted before being sent 
to the hospital laundry. Perhaps it would be even 
more sensible to give up entirely the practice of 
sorting and counting laundry in the wards. At the 
London Hospital all soiled linen goes directly to 
the laundry uncounted, and all clean linen is drawn 
from a central pool of numbered stock which is in 
constant circulation. Checking is managed by noting 
the numbers on articles as they pass through the 
central pool, and no counting is done at all.' 


The personal laundry of patients offers quite a 
different problem. The hospitals do not undertake it, 
and ordinarily the patient’s friends take the washing 
home and return it clean. For the tuberculous, no 
question of washing handkerchiefs arises, since most 
sanatoria supply paper handkerchiefs, and a paper 
or ‘ Cellophane ’ bag into which they can be dropped. 
An orderly collects the filled bags and puts them in 
the hospital incinerator—a thoroughly cleanly and 
satisfactory system. Some hospitals provide cotton 
handkerchiefs ; each patient keeps the handkerchief 
in a beaker on his locker, and at appropriate intervals 
an orderly goes round with a bucket of disinfectant 
into which patients drop their handkerchiefs, and these 
are then sterilised and laundered by the hospital. 
The containers, however, also need to be either 
destroyed or sterilised ; and if they are not destruc- 
tible they should be made of metal so that they 
can be sterilised with the sputum-cups. China or 
plastic containers are unsuitable, because they can- 
not be boiled and must be cleaned by the nurses. 
The personal linen taken away for washing by patients’ , 
friends consists in the main of pyjamas, nightgowns, 
bed-jackets, and possibly bedsocks or light dressing- 
gowns. What the relatives and friends do with them 
when they get them home is often left to their own 
judgment. An inquiry made by a patient’s friend 
among her neighbours in the waiting-hall of a large 
sanatorium showed that some of them sent the gar- 
ments straight to the laundry but more washed them 
at home: some kept them separate from the rest of 
the family wash, some soaked them in, disinfectant 
before washing them, and some said they had not 
enough soap to wash them separately. 


How much risk is there in these various practices ? 
It is hard to say. Many chest physicians now believe 
that tuberculosis is seldom if ever carried by patients’ 


1. See Lancet, Oct. 29, 


p. 803. 
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clothing. Some years ago the Registrar. General, s 
approaching the problem from another direction, 
showed that in male laundry workers the standard 
mortality-ratio from tuberculosis is low (70) and that 
in women over thirty-four it is not significantly high 
(107) but that in young women below that age it 
reaches 151; so the possibility of infection from 
laundry handling cannot be ruled out. There 
appears, in fact, to be good grounds for a new and 
thorough bacteriological research into the mode of 
transmission of the human strain of tubercle bacillus. 
Much of existing knowledge is inadequate and is 
based on early unreliable experiments. Meanwhile 
in hospitals and sanatoria the possibility that 
infection may be distributed via the patient's night- 
clothes should be considered ; for we are not justified 
in neglecting any simple precaution. On occasion the 
pyjama jacket and the front of the nightgown may 
well carry a heavy load of infection. The waking 
patient reclining in bed normally has his arms outside 
the coverlet, with the bedclothes drawn up to about 
the nipple line. When he coughs, then, the front of 
his nightwear is as liable as the bedclothes to receive 
a spray of micro-organisms. This garment is later rolled 
up and handed to the relative, who often tucks it 
into the family shopping bag. When she gets it home 
she may stuff it into the family clothes basket ; or 
leave it rolled up on the kitchen table while she cuts 
the bread for tea; or shake it out—possibly over 
the family butter and jam—to see whether it needs 
mending ; or stop to rub the baby’s sore gums with 
her finger while she is in the act of darning it; or 
do any number of other natural but unhygienic things 
which may introduce risk. Some hospitals warn 
her of these risks ; most it seems do not. Some see 
that the washing is handed over to her in a paper 
bag, and give her a printed list of directions about 
washing it; some give her no advice at all. So far 
as our knowledge goes, no hospital at present arranges 
to sterilise such clothing before it leaves the premises. 
Yet it would surely not be difficult to provide calico 
bags, marked with the patient’s name, which would 
take all his soiled linen, and which could go through 
the autoclave once a week, on the eve of visiting- 
day. This measure would presumably end _ the 
risks at one stroke; but if for some reason it is 
out of the question the clothing should be handed 
over in strong paper containers, and relatives should 
be given some simple rules for dealing with it. 


High Thoracic Gisophagectomy 


THE rapid development of the surgery of cesophageal 
cancer in the last ten years has been bound up with 
two measures : free transpleural resection, and imme- 
diate restoration of continuity. This phase dates 
from ADAMS and PHEMISTER’s® operation of 1938, 
which became the standard procedure for cancer of 
the cardia. This involved left thoracotomy, trans- 
phrenic resection of the growth, and mobilisation of 
the stomach, bringing up the remainder thereof to 
be anastomosed to the cesophageal stump. Recently 
surgeons have improved the approach in this opera- 
tion, by adopting an abdominothoracic incision such 
as was used by the Japanese surgeon Osawa in 1933. 


s Regiatrar-General : Dece anil Genes ment, . England and Ww ales 
1931, part lia. : 
3. Adams, W. E., Phemister, D. B. 


J. thorac. Surg. 1938, 7, 621. 
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The technical problem of growths of the middle third 
was solved five years later, in America by Sweer,* 
using a left thoracotomy and a supra-aortic anas- 
tomosis, and in this country by Ivor Lewts,® who 
favoured the approach through the right pleura and 
a separate epigastric incision. Both these surgeons 
pointed out that the stomach, carefully mobilised, 
would reach the dome of the pleura, allowing a high 
anastomosis free from tension. Thus it came about 
that the Torek cesdphagectomy, never satisfactory as 
a palliative operation, was almost given up. But this 
must be said for the Torek operation : it did not tempt 
the surgeon to conserve more than he should of the 
proximal cesophagus—a sin often committed by the 
anastomers-at-all-cost. 

Growths of the cervical cesophagus are mostly post- 
cricoid, and these have been treated on different lines. — 
As long ago as 1886 MrKuLicz reported a case of 
postcricoid carcinoma where he had not only done a 
resection but had successfully restored continuity by 
means of a skin tube. This method was later perfected 
by TrRoTrER, but its general adoption was checked 
by the advent of radiotherapy, which is effective in 
many of these comparatively superficial growths. 
There remains, however, a stretch of cesophagus in 
the thoracic inlet and the superior mediastinum— 
from about an inch above the manubrium to the angle 


“ of Ludwig—where it seemed that these two principles 


of modern cesophagectomy were impossible to apply. 
This no-man’s-land lies opposite the Ist, 2nd, 3rd, 
and 4th dorsal vertebre. Fortunately these growths 
above the aortic arch are uncommon... A Torék 
operation, even if desirable, is difficult owing to the 
shortness of the cesophageal stump. The difficult 
we do at once; the impossible may take a little 
longer.” It was obviously only a matter of time before 
the boldness of the surgeons, combined with what may 
be called the far-reaching qualities of the stomach, 
solved this problem too. Both Sweet ® and GaRLock 7 
reported cases in 1948 in which they had been able to 
resect such a growth, bring the stomach the whole 
way through the thorax into the neck, and there 
anastomose the fundus to the stump of the cesophagus. 
Several other successes with this procedure have been 
reported sinee—by Wy.ie and FRrazeti,* Lyman 
BrEWER,® and RupouPH NIsseEN '° in carcinoma ; by 
Sweet" in a case of congenital atresia; and by 
TaYLor and Cracett ® of the Mayo Clinic in a boy 
with lye strictures. Besides the awkwardness of the 
approach to this region, which is reasonably accessible 
neither from the neck nor from the thorax, there is 
also the problem of the restoration of alimentary 
continuity which has baffled generations of surgeons. 
The great number of techniques described for the 
construction of an antethoracic gullet is eloquent 
testimony to their difficulty and uncertainty. The 
anatomical difficulties are enhanced by the fact that 
the thoracic inlet is tightly packed with important 
structures leaving little room to spare within its bony 
ring. “Two elusive but Tenportenss structures which 


4. Sweet, R. H. Ann. Surg. 1946, 124, 653. 

5. Lewis, I. Brit. J. Surg. 1946, 34, 18. 

6. Sweet, R. H. Surgery, 1948, 24, 929. 

Ne Garlock, J. Ibid, p. 1. 

8. Wylie, R. H., Frazell, E. I. .4nn. Surg. 1949, 130, 1. 

9. Brewer, L. Ibid, Le Ag 

10. Nissen, R. Ibid, 

11, Sweet, R. H. Thi, i948, 127, 757. 

12. Taylor, E. R., Clagett, EK. T. Proc. Mayo Clin. 1949, 24, 473. 
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are hardly ever injured in cesophagectomy lower down 
are the thoracic duct and recurrent nerves. In resec- 
tion of growths, unnoticed division of the duct or 
damage to both recurrent nerves is likely to prove 
fatal. At this level the vagus trunks must also be 
respected. 

The steps of the operation, say for a growth’at the 
level of D2, opposite the jugular notch, are three. 
It is a good plan to begin by exploring the neck through 
a long incision along the anterior margin of the left 
sternomastoid, continued for an inch or more down 
the front of the manubrium. The cesophagus is isolated 
and the finger passed down into the thorax between it 
and the longus colli. If the growth is found to be 
operable, the inner third of the clavicle and anterior 
half of the first rib are resected. The patient is then 
turned on his right side and re-draped for the second 
stage. A left thoracotomy is done. The diaphragm is 
divided and the stomach mobilised, carefully preserving 
the right gastric and right gastro-epiploic vessels. The 
left gastric branches are divided close to the stomach. 
This allows the stomach to stretch into a long straight 
tube. The cesophagus is cut off at its lower end and 
the cardia is closed. The second part of the duodenum 
is mobilised. It will now be found that the antrum 
will come up to the diaphragm and the fundus of 
the stomach reach the dome of the pleura. The arch 
of the aorta is mobilised, and the cesophagus, with its 
growth, is freed and passed up through the cervical 
wound. The fundus of the stomach is fastened just 
below the dome of the pleura so as to be readily 
secured from above. The chest is then closed and the 


_patient again placed on his back for stage three. The 


neck wound is opened. The thoracic cesophagus is 
delivered and the fundus of the stomach brought up 
into the neck and secured to the prevertebral fascia. 
The cesophagus is resected, and an end-to-side ceso- 
phagogastrostomy done just below the cricoid. The 
following are important: to preserve the crico- 
pharyngeus ; to avoid damage to recurrent nerves 
and thoracic duct; judiciously to divide the left 
gastric branches so as to allow maximum stretching 
of the stomach while yet not devascularising any area 
of the fundus; and, finally, so to place the sutures 
in the prevertebral fascia that they hitch the stomach 
well up and prevent any pull on the anastomosis 
itself. Postoperatively, trouble may be expected from 
shock, bronchial stagnation, and regurgitation of food. 
In some cases swallowing fluids has caused attacks of 
coughing and cyanosis—doubtless due to postopera- 
tive oedema of the stomach incarcerated in the neck— 
and it seems sounder always to remove lengths of rib 
and clavicle. 

These resections are undertakings of great magni- 
tude, bound to have a considerable mortality. The 
operation time in one of the cases reported was 61/, 
hours, and in another 9#/, hours. With regard to the 
operation itself, it may well be that the right pleural 
route would be better than the left, though needing 
three incisions. The indications for the procedure 
are cancer, and possibly some cases of benign stricture. 
With regard to the cancers several considerations arise. 
Postcricoid carcinoma should be treated either by 
radiotherapy or by resection with local cesophago- 
plasty—a method recently revived by Wookry. 
Cervical cesophagogastrostomy should not be done for 
these ; it is more hazardous and no more radical than 


local resection, and it is unsatisfactory if the crico- 
pharyngeus is not preserved, for peptic ulceration may 
occur not only on the stoma but on the pharyngeal 
wall. Postcricoid carcinoma lies opposite C6. Growths 
at the level of C7 also will not allow an adequate 
margin above if the pharyngeal pinchcock is to be 
preserved. For some of these growths—especially the 
really operable early ones—the pedicled skin-tube 
operation suggested by BrickER et al. * may be the 
answer. Their plan has the advantage that the 
surgeon’s energies at the first operation are concen- 
trated on the thorough dissection of the diseased 
area. It must not be forgotten however that the 
growths may respond to radiotherapy, and where this 
is the case the result is likely to be at least as good as 
that of a limited dissection by the surgeon. The use 
of this procedure for simple strictures requires separate 
consideration. In the first place, it is difficult for 
disciples of CHEVALIER JACKSON or of GREY TURNER 
to believe that there are many simple strictures which 
will not finally respond to skill and patience in dilata- 
tion. ‘Time does not press and so the various methods 
of antethoracic cesophagoplasty have a place—notably 
the jejunal method of Yuprtn. The use of jejunum 
with or without a skin bridge would seem a sounder 
undertaking for the few simple strictures which 
cannot be satisfactorily dilated. In simple stricture 
the cervical cesophagogastrostomy enthusiast must 
show that the operation can be done with reasonable 
risk. He still has to convince us that it was really 
necessary, and that, having been done, it is satisfactory. 
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RESUSCITATION IN RESPIRATORY ARREST 


SOONER or later most practising doctors are faced 
with a case of respiratory arrest, or “‘ respiro-cardiac 
crisis,” '4 in which the patient’s life depends on how 
quickly proper treatment is applied. These cases are 
by no means. limited to the operating-theatre and the 
orbit of the anxsthetist ; so diverse are the causes of 
asphyxia that the patient requiring immediate resuscita- 
tion may be a newborn baby in the delivery-room, a 
housewife in her home, a workman in the factory, a 
child on the river-bank, or a motorist in his garage or 
on the roads. In the United States a group of physicians, 
anssthetists, and others have formed a Society for the 
Prevention of Asphyxial Deaths,!* to disseminate know- 
ledge of the hazards and treatment of asphyxia. There 
it is apparently not uncommon for laymen, such as the 
police or the fire force, to be ¢alled on when resuscitation 
is needed, rather than a medical man, even when the * 
patient is inside a hospital. Such a practice may be 
unknown in England, but that there is a need here too 
for education in the prevention and treatment of these 
emergencies has been convincingly shown by Macintosh.!* 
He describes with welcome bluntness and clarity the 
number and variety of circumstances in which lives are 
needlessly lost in connexion with anesthesia alone. 
His article is a challenge to teachers of anzsthetics and 
hospital administrators, for nearly all the deaths are 
due to ignorance or negligence during the administration 
of an anesthetic or to lack of care in the recovery period. 
Professor Macintosh’s advice should be studied by every 
newly qualified doctor before starting his first house- 
appointment. 


13. Bricker, E. M., Burford, T. H., Eiseman, B. J. thorac. Surg. 
1949, 18, 304. z 

14. Courville, C. B. Medicine, Baltimore, 1936, 15, 129. 

15. Flagg, P. J. Art of Resuscitation, New York, 1944, p. 13. 

16. Macintosh, R. R. Brit. J. Anesth. 1949, 21, 107. 
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The vast hidergtonp on resuscitation dates from Biblic al 
times.17_ A recent comprehensive survey 1§ emphasises 
once more the basic requirement of artificial respiration 
—the rhythmic passage of fresh air or oxygen down the 
unobstructed respiratory tract to the alveoli. There are 
a great many methods of artificial respiration—over a 
hundred have been listed }*—and although the pul- 
monary ventilation attained varies widely between, 
say, direct inflation of the lungs on the one hand and 
Silvester’s method on the other, in an emergency it 
does not matter which method is used,?° so long as some 
While the heart is 
still beating, artificial respiration must be continued 
until the patient breathes by himself. The person 
carrying it out should curb his vigour, for overmuch 
activity on his part may delay spontaneous breathing 
by inducing a temporary acapnia. Once the heart has 
stopped it must be restarted within a few minutes or 
irreversible changes will occur in the cerebrum. Cardiac 
massage Offers the only reasonable hope of restarting a 
stopped heart, and when the circumstances are at all 
suitable this manceuvre should be begun without delay. 
Injections of one sort or another should be regarded 
only as hopeful expedients to be tried while preparations 
are being made for cardiac massage. Sometimes, 
as when the heart is manipulated during intrathoracic 
operations or an injection of adrenaline is given during 
cyclopropane or chloroform anesthesia, ventricular 
fibrillation may precede complete arrest; and the 
fibrillation may be stopped and normal rhythm restored 
by prompt. intravascular—or, better still, intracardiac 
—injection of procaine. 
likely to do good is one of adrenaline into the cavity of 
the auricle. 

Paluel J. Flagg, founder of the Society for the Pre- 
vention of Asphyxial Deaths, hopes to make every doctor 
realise that impending asphyxial death is “‘ the supreme 
test of his life-saving skill as a physician.” 


THE RH HAPTEN AND ERYTHROBLASTOSIS 


A RECENT number of an American advertising 
journal, What’s New * carried an article on the “‘ Rh 
hapten,” and suggested that this substance, or some 
substance with the properties of Rh hapten, had been 
obtained in a form suitable for clinical trial. In theory 
the hapten is that part of the immune body which, 
together with complement, combines with the immune 
antibody and neutralises the properties of the antibody. 
Since it has been known that erythroblastosis of infants 
is due to the presence in’ the maternal blood of anti- 
bodies to factor Rh, it hasbeen clear that if the appro- 
priate hapten could be obtained it could be used to remove 
the maternal antibody, and so perhaps prevent the 
development of this hemolytic disease of the newborn. 
Extraction of Rh antigen and hapten from erythrocyte 
stroma was reported by Calvin et al.?* early in 1946. 
They claimed that the Rh antigen was a lipoprotein 
contained in the elinin portion of stroma extract. From 
this fraction they obtained an ether-soluble material 
with a higher content, of Rh-inhibitory activity than the 
parent substance, or the original red-cell stroma. In 
1947 Carter * reported that from an ether extract of 
Rh-positive red blood-cells she had prepared a crude 
material that would neutralise Rh antibody in vitro 
and was sree Rh hapten. Price et al. 24 confirmed 





17. 0 Kings, 

18. Wiggin, 3: ‘o> , P., Small, G. A 
1949, 241, 370, 413 

19. Glasser, Medical Physics.. Chicago, 1947; p. 1241. 

20. Macintosh, R. R., Mushin, W. W. Brit. med. J. 1946, i, 908. 

21. Abbott Laboratories, SYhicago, October, 1949, p. 10. 

22. Calvin, M., Evans, R.S., Behrendt, V., Galvin, G.. Proc. Soc. exp. 
aoa 1946, 61, 416. 
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this report and stated that they had purified this crude 
extract and obtained a crystalline material which, when 
tested by complement-fixation with anti-D serum, was 
active in a dilution of 1 in 5000. Further purification, 
however, suggested that at least two different substances 
were present, possibly corresponding to different Rh 
subgroups. Later Carter ?° described a revised technique 
for preparing this Rh hapten and gave some details of 
clinical trials. 

Carter started off with a large volume of pooled human 
red cells of any ABO group and comprising as many of 
the Rh subgroups as possible, except for Rh-negative 
(cede/ede) cells. After various chemical manipulations, 
a lipid substance was obtained that would inhibit Rh 
antibody in vitro and would fix complement in the 
presence of Rh antibody. Guineapigs were injected with . 
Rh-positive cells and Rh antibodies appeared in their 
blood; when the hapten material was injected into 
these immunised guineapigs, a fall in the titre of Rh 
antibody occurred; and this fall was used as a rough 
assay of the activity of the hapten lipid. Methods were 
described for in-vitro assay of the hapten activity of 
the material that were claimed to be more accurate, 
and no difficulties with non-specific reactions were 
encountered. As expected, no substance with hapten 
activity could be prepared from Rh-negative (cde/cde) 
red blood-cells. The material was said to be relatively 
stable—it kept without deterioration for at least three 
months at room temperature—and so was readily 
available for clinical trial. 

For clinical use, 100 mg. of the preparation was 
dissolved in 1 ml. of alcohol, suspended in 10 ml. 
sterile saline, and injected intramuscularly ; no untoward 
reactions occurred: The material has been given in this 
manner to thirty women. Eight mother’ with Rh anti- 
bodies present in their blood delivered completely normal 
babies, and in two cases the infants had mild erythro- 
blastosis. Seven mothers were not delivered at the time of 
the report, but the titre of Rh antibodies in their serum 
had been reduced. Four children were lost ; two were pre- 
mature and did not survive, two died in utero ; in these 
four mothers treatment was begun late. In eight further 
cases reports were incomplete, and in. the remaining 
patient an attempt was being made to reduce the Rh 
antibody titre before a further pregnancy commenced. 
Loughrey and Carter #* and others have tried the pre- 
paration for the treatment of infants affected with 
erythroblastosis. Twenty-seven infants were treated ; 
twenty recovered and became normal and well, seven 
died—but in five of these death was due to some other 
complication. Of the twenty recoveries, only six needed 
blood-transfusion, and then a single transfusion of 
100 ml. of whole blood sufficed. ‘These results were 
obtained in clinically severe cases; if it was thought 
that the infant would recover spetmactny this form 
of treatment was not given. 

Now it is known to all workers in this field that the 
preparation of an Rh hapten might well solve the problem 
of how to prevent the birth of an infant affected with 
erythroblastosis when the mother is known to have Rh 
antibodies present in the blood ; and equally, it might be 
used for the treatment of the erythroblastosis in the 
infants themselves. Present methods of dealing with 
these syndromes are not very satisfactory and alternatives 
would be welcomed. The successful’ preparation of 
Rh hapten suitable for clinical use would therefore be 
news indeed. But, though the first announcement of 
the extraction of an Rh hapten was’made in 1946, no 
confirmation of the claims of Carter and her colleagues 
has yet appeared. Mrs. Carter herself says of the clinical 
reports: “it is imperative that great conservatism 
25. Carter, B. B. J. Immunol. 1949, 61, 79. 

26. ongueey, J., Carter, B. B, Amer. J. Obstet. Gynec. 1948, 55, 
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be the state of mind when approaching this phase of the 
problem,” and it has to be remembered that there are 
probably other factors, besides maternal sensitisation, 
that influence the prognosis of erythroblastosis. This 
silence is undoubtedly due to difficulties that have arisen 
in repeating Mrs. Carter’s results. The chemical tech- 
niques used by her produce a mixture of blood lipids, 
and it may well be that substances that inhibit Rh agglu- 
tination are contained in this mixture; but that these 
extracts represent Rh hapten in a reasonably pure 
form seems unlikely. In view of its importance, 
we hope that those who have been trying to repeat 
Carter’s work will soon publish their results, positive or 
negative. Meanwhile the treatment of erythroblastosis 
in infants must follow present lines. 


TEMPORAL ARTERITIS 


Five further examples of the condition now known 
as temporal arteritis have lately been described by 
Migone and Mortara! in Italy. The pattern of the 
disease ran true to type. During the prodromal phase, 
which may last from a few days to many months, the 
patient feels unwell and usually has a fever ranging 
between 99° and 103°F, joint pains, pains in the muscles, 
often with well-marked tenderness, night sweats, lassitude, 
and anorexia—a vague pyrexial illness with no obvious 
localising feature or characteristic change in the blood- 
count or blood picture to aid in diagnosis. In most 
patients the general symptoms are sooner or later 
overshadowed by more definite disturbances of special 
systems. 





Headache, of a particularly severe and continuous 
type, is almost invariably present. It may be generalised 
or confined to: the oecipital or frontal regions. Its 
severity may be judged by the frequent necessity of 
large doses of morphine, which give only temporary 
relief. At this stage the temporal artery is felt as a 
thickened tender tortuous. cord, and the overlying skin 
is reddened. Ocular and oculomotor manifestations 
were met with in 55% of the i21 cases analysed by 
Migone and Mortara. Direct spread from the temporal 
artery to the arteries of the optic nerve has been postu- 
lated as the basis for this high incidence, but Migone 
and Mortara prefer to ascribe the ocular complications 
to systemic dissemination. ©The visual disturbances 
range from blurring of the field of vision to actual 
blindness, which has occurred in 30 to 50% of reported: 
cases. The oculomotor symptoms include transitory 
ptoses, dilatation of one pupil, or strabismus. Cerebral 
disturbances are frequent and are easily misconstrued. 
There may be hallucinations or transient disorientation, 
and delirium, sometimes leading rapidly to coma, may 
also occur. In patients in the sixth or seventh decades 
these may be dismissed as secondary to the general 
systemic disturbances and cerebral arteriosclerosis. It 
would therefore be wise to consider temporal arteritis 
as a possible diagnosis in any. elderly patient with 
central nervous symptoms, especially when these are 
accompanied or preceded by a pyrexial phase. Coronary 
thrombosis or angina pectoris have been included in 
the symptom complex, and Kaye? has described in 
detail the onset of pericarditis with characteristic 
electrocardiograph. changes during the pyrexial 
stage. 

The Italian workers managed to obtain biopsy speci- 
mens of the temporal arteries in most of their patients. 
Their findings ‘confirm those already: accepted, though 
there is still dispute as to the exact site of the disease 
process in the arterial wall. They postulate a panarteritis, 
suggesting that it is difficult to prove that any particalar 
Migone, L. ; Mortara, M. Minerva mea 1949, ii, 477. 
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coat bears the main brunt of the infection. Cooke et al.* 
suggest that the process starts subacutely in the 
adventitia, spreading to involve the media and the 
intima. Andersen ‘ thinks that the initial lesion is in the 
tunica intima, and is proliferative in nature, the other 
coats showing an exudative or chronic inflammatory 
reaction with giant-cell formation. Certainly giant 
cells are commonly found, and in fact are said to be 
characteristic. The etiology is still obscure. Migone 
and Mortara could not identify any specific se tiologie: ul 
agent in their cases, and this has been the experience 
of other workers, even after the most exhaustive patho- 
logical and cultural tests. Gordon and Thurber * claim 
that histologically periarteritis nodosa and temporal 
arteritis are ‘identic: al, but this view has been discarded 
by Harrison. The responses of the arterial wall to 
injury, whether this is allergic or bacterial in origin, 
are of course limited ; so similarities in the pathological 
changes present in the two conditions do not neces- 
sarily prove that a similar agency is responsible for them. 
Biochemical tests of the plasma-protein level show a 
constant relative hypoalbuminemia. The actual blood- 
protein level may not be altered, for the plasma globulin 
is correspondingly raised. The significance of this 
change has not been explained, though it might account 
for the raised erythrocyte-sedimentation rate which is 
always present in the disease. 

Temporal arteritis thus remains a clinical syndrome of 
unknown xtiology. The pathological changes are fairly 
constant, though the histological picture seen in biopsy 
specimens will depend on the severity of the disease, 
the site from which the specimen was taken, and the 
stage the disease had reached at the time. There can 
be little doubt that temporal arteritis is only a particu- 
larly prominent manifestation of a general disease, and 
one which may involve the veins and the arteries 
simultaneously or successively. 


MECHANICAL HEART SOUNDS 


A DEVICE for demonstrating heart sounds to students, 
recently described by O’Farrell,8’ produces the sounds 
artificially and synchronises them with an illuminated 
diagrammatic model of the heart cycle. It is claimed 
that ‘‘ the construction and components of the apparatus 
are simple and can be assembled in a well-equipped motor 
service station.” The apparatus has the further 
advantage of being readily portable. The two heart 
sounds are produced by two hinged metal hammers 
striking separate drums, and murmurs are evoked by 
the friction of a smooth metal edge on fibro-rubber 
(e.g., bicycle brake-block). The murmurs are trans- 
mitted separately to a narrow plank of wood covered 
with cotton-wool and velveteen, to which the listening 
students apply their stethoscopes. The visual unit 
consists of five mounted flash-lamp bulbs enclosed in 


boxes faced with coloured glass and marked “first * 


sound,”’ ‘‘ second sound,” and “ presystolic,”’ “‘ systolic,” 
and ‘‘ diastolic’? murmurs. These sound boxes are 
‘*‘suitably placed over the ‘murmur’ boxes so as to 
indicate the interval between the sounds in the con- 
ventional graphic manner.” Ten different combinations 
of sounds can be produced. 

This ingenious machine is said to be helpful to the 
student with little clinical experience while he is studying 
pathological specimens of the heart, and also at his 
next stage when he first starts using a stethoscope in 
hospital. Physiologists might find it useful in the 
teaching of preclinic al students. 
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Points of View 


ARMY MEDICINE IN THE LATE WAR 
SOME MISTAKES OF POLICY? 


Joun W. Topp 
M.D. Lond., M.R.C.P. 
ASSISTANT PHYSICIAN TO FARNHAM HOSPITAL; LATE 
LIEUT.-COLONEL, R.A.M.C., OFFICER IN 
CHARGE OF MEDICAL DIVISION 
1. Malaria 

IN many campaigns during the war, and particularly 
in Burma, malaria had a profound influence on the 
operations. According to Marriott (1945), the admission- 
rate to medical units serving the Burma Front was, in 
1943, just under 1200 per 1000 troops per annum, and 
a high proportion of these casualties—up to 80% during 
the bad seasons of the year—were caused by malaria. 








PREVENTION 


The best method of malaria control—destruction of 
the insect vectors—was clearly inapplicable to the zones 
of actual fighting. An infantry attack could not be 
preceded by the advance of a large anti-malaria squad 
spraying D.D.T. and draining pools. Even-in the base 
areas, with the possible exception of certain large towns 
and old-standing military encampments, this method, 
though widely used, was only partially successful. 

The military authorities, especially during the first 
two years of the campaign, pinned their faith largely to 
the individual efforts of the soldier to prevent himself 
from being bitten by mosquitoes. There were strict 
orders that everyone should invariably sleep under 
a mosquito-net, which should be put down before dusk, 
and that long sleeves and long trousers should always be 
worn during the hours of darkness. Every soldier was 
issued—or should have been issued—with a tin or bottle 
of mosquito repellent, which he was ordered to smear 
on all exposed parts of his person at two-hourly intervals 
after dusk when not under a mosquito-net. Even the 
circumstance of the soldier being compelled to leave his 
net by .the call of nature was not overlooked ; before 
lifting the net he was ordered to smear with repellent his 
buttocks and other parts which would be exposed. 

But in spite of much propaganda these orders were 
widely ignored. The majority of soldiers doubtless slept 
regularly under mosquito-nets, unless they were in the 
face of the enemy, when this was impracticable. They 
also kept their sleeves rolled down when under the eye of 
authority. But few attempts: were made to enforce the 
two-hourly smearing with repellent; I was never in 
a unit in which this rule was observed. And there were 
few soldiers who did not, when alone or in the company 
of friends, habitually expose unanointed parts of their 
bodies after dusk. This slackness was common to all 
ranks and to all branches of the Service. 

It was argued by those responsible for malaria policy 
that these widespread breaches of anti-malaria dis- 
cipline were a scandalous reflection on soldiers in general 
and officers in particular, and that malaria would be 
prevented only if the precautions were observed. But 
this reasoning is futile. If regulations are so onerous 
that they are widely ignored in spite of intense efforts, 
the blame should fall on the framers of the regulations, 
not on those who have to carry them out. Even if every 
soldier had obeyed his orders in respect of mosquito- 
bite prevention to the letter, it seems highly doubtful 
whether the incidence of malaria would have been sensibly 
diminished ; for when mosquitoes are really numerous 
a few bites are inevitable. This conclusion applies 


particularly to front-line soldiers, who were preoccupied 
with the enemy and commonly had to fight in intensely 
malarious areas. . 
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Prophylactic Mepacrine.—Though the Burma campaign 
began in 1942 with the Japanese advance to the frontiers 
of India, it was not until 1944 that mepacrine was 
continuously administered to troops, and some of the 
personnel of units in malarious areas did not have it 
till 1945. For generations a daily dose of quinine 
has been taken by many Europeans living in malarious 
countries, with the conviction that thereby malaria can 
be suppressed. Mepacrine was discovered in 1930 and 
its efficacy as a curative drug was soon demonstrated 
beyond question. Quinine supplies being largely cut 
off by the Japanese occupation of Java it must be 
wondered why prophylactic mepacrine was _ not 
introduced sooner in Burma. 


DIAGNOSIS 


From early in 1943 until the end of the war in Burma 
the methods of dealing with malaria were largely laid 
down by regulation. Perhaps the order which had the 
most far-reaching consequences was: “every effort will 
be made to establish diagnosis by microscopic demonstration 
of malaria parasites before treatment is begun.” This 
statement was qualified by such further statements as 
“this must not be allowed to delay urgently needed 
treatment,” but it nevertheless appeared at the beginning 
of every edition of the regulations about malaria treat- 
ment, even after suppressive mepacrine (which, if 
malaria develops, increases the difficulties of finding the 
parasites) had come into general use. It was also stated 
that ‘‘ all attempts at microscopic diagnosis having failed, 
should the clinical condition justify a diagnosis, treat- 
ment must not be withheld ”’ (my italics). 

Since regimentai M.O.s were not provided with micro- 
scopes, this order, if obeyed, meant that every soldier 
with suspected malaria had to be admitted to. a Inedical 
unit. Not only, therefore, were fighting soldiers in the 
face of the enemy evacuated (which may seem reasonable) 
but the sepoy in an I.E.M.E. maintenance unit alongside 
the Manipur Road and hundreds of miles from the 
nearest Jap, who had what seemed a typical malarial 
attack, could not just be given quinine or mepacrine, 
but instead had to go to a medical unit perhaps fifty 
or more miles away ; and this meant that his unit might 
not see him again for weeks. (The same sepoy in his 
native village would, when ill with malaria, merely 
lie down for an hour or two and then proceed with 
tilling the land and have no further fever for a long 
time, owing to the immunity acquired by the repeated 
infections he suffered throughout life.) 

A second consequence of the order was that the 
initiation of treatment was always delayed a little and 
often delayed for a long time. Many soldiers had several 
rigors, with all the unpleasant symptoms accompanying 
them, before they received drugs ; and of those infected 
by virulent strains of Plasmodium faleiparwm no doubt 
a few died. 

In December, 1944, when stationed with an Indian malaria 
forward treatment unit in the Kabaw valley, I made a special 
study of all the suspect malaria cases among the British other 
ranks who were patients at one particular time. Of sixty-nine 
cases, twenty-one had remained untreated (apart from the 
statutory mepacrine tablet daily) for 3-7 days before being 
admitted to the unit. This time had chiefly been spent in 
a main dressing-station, where repeated blood slides had been 
examined. The men were not very ill, and, as the evident 
result of their small daily dose of mepacrine, had only moderate 
degrees of fever. They all quickly recovered when given 
quinine and mepacrine in adequate quantities. 

It must be wondered, then, why this order was ever 
made. The usual defence was that to treat patients 
before the diagnosis was certain was “ unscientific.” 
But even admitting this, it is not true that the finding 
of parasites in the blood-stream is always the best way to 
diagnose malaria. On the contrary, in the case of Indians 
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and Africans (who together formed the great majority of 
the troops in Burma) the presence of malaria parasites 
by no means proved that their fever was malarial, for 
most members of those races have had malaria throughout 
their lives, and the parasites can commonly be found in 
their blood when they feel perfectly well. Even among 
British troops the presence of parasites did not prove that 
they had malaria alone. And the failure to find parasites, 
especially among British troops who had not previously 
had malaria, could not, by universal agreement, exclude 
the disease. On the other hand, a single brief high 
fever, preceded and followed by afebrile periods, could 
hardly be due to anything but malaria, and such fever 
occurring every second or third day provides evidence 
as near pathognomonic as any in the whole field of 
medicine. Here, indeed, is a good example of the extra- 
ordinary assumption, so commonly made now in the 
medical world, that the evidence of the laboratory is 
inevitably superior to the clinical evidence. 

And the premise that there is something wrong or 
‘unscientific’ in giving treatment before the diagnosis 
is made is itself damnable. Diagnosis is not an end in 
itself but the means to an end. To give quinine or 
mepacrine to those who in fact are free of malaria cannot 
do them any possible harm, and to give the drugs as 
soon as the disease is suspect can only do good. 

A further defence of the order was that if soldiers 
were wrongly started on anti-malaria treatment, they 
would unnecessarily be held in hospital, since the official 
scheme of treatment, until February, 1945, lasted 2 
weeks. But this implied that it was in fact correct 
automatically to keep soldiers in hospital because they 
had had a malarial attack—a question to which I shall 
return. 

A comparison between this order and a number of 
orders issued in connexion with certain other diseases is 
interesting. Thus, a memorandum of August, 1944, 
about scrub-typhus, said: ‘If a suspected or definite 
typhus case has come from a malarious area he must 
forthwith be given a full course of anti-malarial treatment 
whether or not malarial parasites are fownd in his blood- 
stream. Neglect of this precaution has resulted in 
deaths .. .” (my italics). In other memoranda it was 
laid down that all soldiers who had been wounded, who 
were admitted to hospital for ordinary surgical operations, 
or who had severe anzemia should be given anti-malaria 
treatment. Thus if a medical officer had the best clinical 
evidence for supposing that a man had malaria he was 
strongly discouraged from prescribing anti-malaria 
remedies ; but if he knew that a man had one of these 
other conditions he was compelled to prescribe these 
remedies ! 

It was not surprising that this order was widely 
ignored. In many units officers and N.C.0.s were not 
evacuated when their regimental M.o. thought they had 
malaria, but were given quinine and mepacrine on the 
spot, even though the rank and file were disposed of 
through the correct channels. 

A company commander of a field ambulance who had been 
in the 36th Division during the advance from Myitkina told 
me that of course his own personnel who developed malaria 
did not become casualties as they should have done. They 
were immediately given the drugs and as soon as their fever 
had subsided returned to duty. ‘* If we had done otherwise,” 
he said, ‘‘ the unit would have become incapable of function- 
ing and the evacuation arrangements would have broken 
down completely.” 

The commanding officer of an infantry battalion told me 
that when his unit was on the Arakan Front it acquired great 
prestige because of the almost complete absence of malaria 
among its personnel. In fact there were many cases of malaria, 
but they were kept in a special tent, having the drugs until 
their fever subsided; they then returned to duty. This 
policy was continued even when parts of the battalion were 
in contact with the enemy. On the occasion of visits by an 
A.D.M.S, OF D.D.M.S., the malaria tent was struck and the 
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casualties were hidden in the jungle, all evidence of the crime 
being thus obliterated. 
In such ways as these did individuals and individual 
units diminish, if only slightly, the disastrous effects ot 
this order. 

TREATMENT 

Until February, 1945, it was laid down that all cases 
of malaria should be given the following course of treat- 
ment: Days 1 and 2, quinine gr. 10 t.d.s:; days 2 to 7, 
mepacrine 0-1 g. t.d.s.; days 8 and 9, no drugs; days 
10 to 14 pamaquin 0-01 g. t.d.s. (After February, 1945, 
a course of mepacrine only, lasting 7 days, was instituted.) 
Now it was officially decreed that pamaquin was a toxic 
drug, and an order was issued that all those taking it 
must be kept at rest. Since it was given at the end of the 
course, fighting soldiers could hardly be sent straight 
back to duty even two weeks after beginning their treat- 
ment. It was customary in many medical units to retain 
them for a further week or two. A Fourteenth Army 
operational research group, investigating a sample of 
soldiers admitted to a casualty-clearing station in the 
Kabaw valley during October, 1944, found that the 
average time spent there by Indian other ranks on account 
of malaria was 23-5 days. 

Pamaquin was apparently prescribed for two reasons : 
first, to destroy the gametocytes and thereby diminish 
the number of infective mosquitoes ; and second, to 
hinder relapses. But the vast reservoir of native popula- 
tions took neither pamaquin nor anti-mosquito pre- 
cautions, which disposes of the first reason. And though 
pamaquin may have a slight effect on hindering relapses, 
this could not possibly counterbalance its adverse effect of 
immobilising vast numbers of men in hospital. Moreover, 
the use of pamaquin was for about a year compulsory 
even for troops having suppressive mepacrine (which is 
an immeasurably more effective way of preventing 
relapses). It commonly happened that soldiers actually 
relapsed while having pamaquin. In this event those 
medical officers who obeyed orders began the whole 
14-day course again, with the chance of their patients 
relapsing once more when taking pamaquin for the 
second time. 

After the “‘ mepacrine only” course was instituted, 
the average stay in hospital of malaria cases doubtless 
decreased very considerably. Nevertheless, it was usual 
to rétain men for the full 7 days at least, and in many 
units for considerably longer. Admittedly, no order was 
issued insisting on this, but no order was issued encourag- 
ing the practice of discharging men while still under 
treatment. 


CONSEQUENCES OF THE OFFICIAL POLICY 


When a soldier belonging to a static unit in a base 
area entered hospital with malaria, he could be returned 
straight to his unit as soon as his course of treatment was 
over. He was a casualty, therefore, for only 2 or 3 
weeks. But the soldier who fell ill near the Front had 
to be evacuated for a considerable distance; so the 
problem arose of returning him to his unit when dis- 
charged. The fact that as a rule the Front was constantly 
fluid, changing its position perhaps by many miles in one 
day, further aggravated the difficulties. During the 
earlier phases of the campaign the flood of malaria cases 
Was so great, in relation to the number of forward beds, 
that the orders making it inevitable for all men with the 
disease to remain in hospital for.over 2 weeks caused 
repeated evacuations from hospital to hospital, each 
farther away from the fighting zone. In 1943 many men 
who developed malaria in the Arakan did not finally 
come to rest until they had reached such places as 
Bangalore and Rawalpindi, thousands of miles away. 
There was naturally a very long interval before such men 
arrived back at the Front again. Statistics as to the 
average time malaria cases remained hors-de-combat are 
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apparently unavailable, but during that year the figure 
must have been several months. Even when there were 
sufficient Indian malaria forward treatment units in the 
forward areas to deal with every case of malaria, a soldier 
on discharge might often be some hundreds of miles from 
the then position of his own unit. As a rule his immediate 
destination was the nearest transit camp, where he would 
remain until a plane or truck took him forward. The 
time spent in transit camps was commonly measured in 
weeks or months rather than days. 

However short the period spent in hospital, and 
however efficient the machinery for returning men to 
their units, if soldiers were once evacuated there was 
bound, during the mobile phases of the war in Burma, 
to be a long interval before they reached the Front 
again. The only way of avoiding this wastage was to 
treat men in their units; and if they developed malaria 
this could only be done by disobeying orders. 


DISCUSSION 


Europeans long resident in malarious countries, and 
also the few well-to-do natives of those countries, have 
for generations dealt with malaria very simply. On the 
first symptoms of what they believe is an attack, they 
immediately start a course of quinine. The hardier, 
and those with the mildest attacks, then continue with 
their work or play. For a worse attack they may retire 
to bed with a bottle of whisky, a bottle of aspirins, and 
a hot-water bottle, and perhaps remain there for a few 
hours, returning to work the following morning. If still 
ill the next day they may summon the doctor, and 
possibly go into hospital for a few days. When such men 
joined the Army, they were astounded to discover that 
every case of malaria was admitted to a medical unit 
for weeks. 

There is nothing original, therefore, in suggesting 
that soldiers with malaria should have been managed 
along similar lines. Regimental M.o.s should have been 
given instructions that whenever a soldier seemed to 
have malaria, the exhibition of anti-malaria remedies 
should commence immediately. Whenever practicable 
he should not be evacuated but retained in the unit. 
Then, provided his fever had gone by next day, he 
should return to his ordinary duties if he seemed well, 
or, if not, to light duties for a day or two. Only if the 
fever persisted should he be evacuated. 

Such a scheme would not, perhaps, have been always 
applicable to troops in contact with the enemy, unless 
their symptoms were unusually trivial. But at any one 
time the number of troops actually fighting was usually 
very small; a high proportion even of the infantry 
were not in action, while there were vast numbers of 
lines of communication troops who were never, except 
by accident, near the Front. 

Why the authorities did not adopt a scheme along 
these lines I was in no position to judge ; but it is possible 
to think of various reasons. 

1. It may be argued that soldiers live lives so arduous 
by comparison with civilians that though it may be 
quite reasonable for the latter to return to work imme- 
diately after they become afebrile for the first time 
soldiers require a further period before they are “ fit” 
again. In fact a high proportion of soldiers do not as 
a rule live particularly arduous lives ; and even infantry- 
men may not do so for long periods at a time. Moreover, 
most attacks of relapsing B.T. malaria (which formed the 
biggest proportion of the cases) if treated immediately 
are so trivial that their victims seem perfectly well in 
every way within a very short time. 

2. In the Army there is a tendency to regulate as 
much as possible by fixed drills designed to cover all 
contingencies. Now malaria in its M.t. form can be a most 
serious, even fatal, disease ; and those who are very ill 
from it should obviously not be retained in their units. 
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Therefore, since some should rightly be admitted to 
hospital, a rule making it inevitable that everyone should 
be so treated naturally follows. In a similar manner, 
since some soldiers should be in a high state of “‘ fitness,”’ 
a rule is made requiring that all should be in this same 
state. But. admitting all that may be said in defence of 
this Army practice, any attempt to make fixed regula- 
tions for a disease so variable as malaria, affecting 
soldiers whose conditions of life differ so widely, is surely 
unjustified. 

3. There might be arliamentary or press criticism if 
it was alleged that soldiers were sent back to duty too 
soon after attacks of malaria. 

4. If soldiers were treated in the field by their regi- 
mental M.O.8, there could be no guarantee that they would 
receive their drugs regularly. This argument has some 
substance. Nevertheless, to ensure that all soldiers being 
treated for malaria attend a parade once daily (for 
the drugs could satisfactorily be given in a single dose) 
should rarely have been difficult, especially after the 
use of suppressive mepacrine became compulsory, for 
then everyone had to attend a daily parade for his 
tablet. And this procedure was certainly far more easy 
to carry out consistently than were the complex and 
irritating anti-malaria regulations which were officially 
compulsory for all. 

5. Regimental M.o.s might misdiagnose other fevers 
as malaria. This may be so, but it would soon have , 
become apparent that a diagnostic error had been made ; 
and if the cases were then evacuated (perhaps one or two 
days after the start of their illness) it is most unlikely 
that harm would have been done. 

6. If malaria were,diagnosed clinically, the statistics 
as to the etiology of fevers would have been wrong. 
But this assumes the wrong premise previously discussed 

—that the laboratory diagnosis of malaria is inevitably 
superior to the clinical. Moreover, many cases of malaria 
diagnosed clinically were deliberately given such labels 
as dengue or sandfly fever, because it was thought that 
Authority disliked the diagnosis “‘ clinical malaria.” 


CONCLUSION 


I believe the schemes for preventing and treating 
malaria in the Burma campaign were mistaken. It is 
widely supposed that, though at first malaria was a more 
serious enemy than the Japanese, in the end the tremen- 
dous efforts of the authorities, scotched, if they did not 
quite destroy, this enemy. The arguments here advanced 
suggest that, on the contrary, the delay in introducing 
suppressive mepacrine, the discouragement of the early 
exhibition of anti-malaria drugs, and the insistence on 
prolonged hospital care for each malaria case contri- 
buted to disastrous happenings in 1943 and 1944; and 
that suppressive mepacrine, the shorter hospitalisation, 
and the increase in forward medical units made the 
situation later not quite so bad. The regulation urging 
that soldiers should not be treated for malaria on clinical 
grounds was, I believe, particularly unsound. 


2. Ameebiasis 

Next to malaria, ameebiasis was probably the most 
serious medical problem in Burma. It was much less 
common than bacillary dysentery, but it was a greater 
menace because that disease is as a rule trivial and of 
short duration. According to Marriott (1945) it was 
“the most important single cause of protracted illness 
and invaliding ’’ from the Burma theatre. : 

Amebiasis is similar to malaria in its susceptibility to 
specific drugs and its tendency to relapse. But it does 


not consistently and rapidly respond to treatment in 
the same manner. And whereas the relapses of malaria 
tend to be both less serious and more susceptible to 
drugs than the first attack, the relapses of amebiasis 
Commonly the 


are usually worse and less susceptible. 
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victim of this disease becomes more ill with each attack 
until finally he fails to respond at all to treatment as 
long as he remains in the tropics. 


DIAGNOSIS 


Though no regulation was issued by the Army authori- 
ties urging that anti-amebic treatment should not be 
given until the organism was isolated, it was nevertheless 
said or implied in the Army publications that the diag- 
nosis should not be made until the Hntameba histolytica 
was discovered. Thus, the Memoranda on Medical 
Diseases in Tropical and Sub-tropical Areas (1942) states 
that “‘the diagnosis depends on the detection of LE. 
histolytica in the motions.” The instructions issued by 
ALFSEA in 1944 said: ‘‘ For successful diagnosis of 
ameebic dysentery a ‘red hot’ stool is necessary... . 
If medical officers and pathologists are both ‘on their 
toes ’ early diagnosis is assured. In cases strongly suspect 
but with negative stools sigmoidoscopy or proctoscopy 
and microscopic examination of ulcer scrapings may 
provide the answer...” These statements strongly 
suggest that the microscope is the only proper means of 
diagnosing alimentary amebiasis. A similar conclusion 
is reached in such standard works as Manson-Bahr’s 
Manson’s Tropical Diseases (1940). And in the many 
papers on ameebiasis which have appeared during and 
since the war, though the great difficulty of diagnosing 
the disease is stressed, it seems to be generally assumed 
that the clinical evidence provides insufficient grounds 
for starting treatment. 

Yet it has long been agreed that H. histolytica can be 
very hard to find (cf. Hayward 1946). And it is also widely 
realised that many cases of amoebiasis—the very cases 
from which it is most difficult to isolate the organism— 
do not reveal the “classical” picture with marked 
symptoms and ‘“‘ anchovy sauce ”’ stools, but merely mild 
intermittent diarrhoea (without blood), vague abdominal 
discomfort, anorexia, nausea, and perhaps loss of weight. 

In Burma the emphasis on the microscopic, as opposed 
to the clinical, findings inevitably delayed the initiation 
of treatment. A soldier might report sick in the forward 
areas and be evacuated through many medical units 
until, after perhaps a lapse of weeks, some pathologist 
would succeed in isolating the entameeba or some clinician 
would finally decide that the clinical evidence was suffi- 
cient to warrant beginning the exhibition of the drugs. 
Alternatively he would improve sufficiently with the aid 
of a chalk mixture to be discharged after a week or two 
with some such diagnosis as “ gastro-enteritis”’ or 
“dyspepsia,” to be later readmitted with a relapse. 
Sometimes soldiers with persistent symptoms typical 
of low-grade ameebiasis would be enthusiastically investi- 
gated by barium meal and enema radiography, gastric 
analysis, sigmoidoscopy, and stool examination. All 
these studies being negative, the conclusion would be 
reached that, organic disease having been ‘ excluded,” 
they must be neurotic. 

When stationed with an Indian general hospital at 
Agartala in Bengal during the summer of 1945, with the 
help of Captain M. 8. Khera, 1.a.m.c., I made a special 
study of twenty-four Indian soldiers admitted under 
my care during a period of about 10 days. In coming 
from the Burma Front they had all passed through 
several medical units before reaching us, the average time 
they had been casualties then being 38 days. In these 
units each had had on the average about four stool 
examinations. Vegetative HE. histolytica were of course 
never found. The main treatment they had received 
had been the ordinary chalk or kaolin mixtures ; none 
had been given anti-ameebic remedies. The reason for 
withholding these remedies was not that an ameebic 
infection had been unsuspected, for on many of the 
documents appeared the provisional diagnosis “‘ ? ameebi- 
asis”’; and this commonly appeared on the front of 
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the field medical card over the signature of the regimental 
M.O.—a signature then about 38 days old. 

Their histories were strikingly similar. All said they had 
been unwell for 2-5 months (though this figure cannot be 
taken as accurate). All complained of anorexia and abdominal 
discomfort, pain, or distension, particularly after eating. 
Ten (42%) stated that they had had much vomiting. All 
had had a certain amount of diarrhea, often in spells alter- 
nating with constipation, though this was not the main 
complaint. Thirteen (54%) stated that they had sometimes 
passed blood in the stools. All complained of weakness and 
some loss of weight. Thirteen (54%) had soreness of the 
tongue. 

On examination, none had severe abdominal tenderness. 
Nine (38%) were moderately tender over the ascending or 
descending colons or both. Two (8%) had palpable tender 
livers. Sigmoidoscopy was performed on twenty cases. The 
mucous membranes of four (20%) appeared normal, of 
eleven (55%) congested in places, swollen and “sticky ” 
and covered to various degrees with thin tenacious mucus, 
and of three (15%) merely flecked with a little mucus. In one 
only could an ulcer suggesting amcebiasis be seen. 

Smears taken at sigmoidoscopy were examined micro- 
scopically, but vegetative entamcebe were never found. 
Each patient had one stool examined, also with negative 
results, though the special techniques employed to increase 
the chances of finding the organism were not used. 

These men were immediately treated as if they had 
ameebiasis. All were given ten injections of emetine 
gr. 1 on successive days, coincidentally with ten chiniofon 
enemata, followed by ‘ Amibiarson’ for 10 days. In 
addition, all were given vitamin concentrates, because 
many had symptoms suggesting vitamin-B, deficiency.* 
Twenty (82%) rapidly became free of abdominal symp- 
toms ; even when asked leading questions none would 
admit that his relief from dyspepsia and diarrhea was 
anything but complete. Three (13%) said they had no 
diarrhoea and their indigestion became much better, 
though still troubling them slightly. The remaining one 
still complained of a good deal of indigestion, but said 
he had improved. 

From all this I conclude that the diagnosis of ameebiasis 
should not wait upon the discovery of the organism but 
should be made on clinical grounds. Even if it were true 
that EH. histolytica could always be isolated from those 
with amebiasis within a short time, the practice of 
refusing to diagnose that disease on clinical grounds 
could, during the Burma campaign, be condemned for 
practical reasons. 

It was agreed that for rapid microscopic diagnosis it might 
be necessary to examine repeated fresh stools from each 
patient after he had taken salts and to perform sigmoidoscopy 
and take swabs from the bowel. The entire pathological staff 
of a forward medical unit might consist of one jemadar or 
sergeant technician working in a small tent. When casualties 
were pouring into the unit he could not possibly spare the time 
from such other duties as studying innumerable blood slides, 
testing urines, and performing blood-counts to spend hours 
poring over vast numbers of fresh stools. The main reason 
why the cases just described had only had about four stools ' 
examined, though they had been in hospital over five weeks, 
was doubtless the pressure on the pathological services in the 
units through which they had passed. 

The only rational objection to the practice of treating 
amebiasis on clinical grounds—for the objection that to 
do so is “‘ unscientific ’’ may be dismissed out of hand, 
as in the case of malaria—was that it would cause men 
who were in fact free of amebiasis to be given anti- 
amoebic remedies. And the prescribed course of treat- 
ment and aftercare made it inevitable that soldiers with 
amoebiasis should be casualties for at least two months. 
But I hope to show later that this long minimum period 
was unjustified. If soldiers with ‘ clinical ameebiasis ”’ 


*It may possibly be objected here that the cases were really 
examples of primary vitamin deficiency, cured not by the anti- 
amecebic remedies but by the vitamins. But there seemed no 
doubt that the dyspeptic symptoms had long preceded the 
mouth symptoms, while at that time the rations of the forward 
troops were very good. 
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who rapidly became free of all symptoms after the 
anti-ameebic remedies were begun had been discharged 
after, say, two weeks, it would have mattered very little 
had their symptoms in fact been due to another cause 
than the entameeba. To those who did not recover the 
drugs could have done no harm. 

Another source of error caused by the excessive con- 
centration on the microscopic aspects of ameebiasis is 
that the EF. histolytica discovered in a man’s stools may 
not necessarily be responsible for his symptoms—just 
as malarial parasites may not be responsible for fever. 
Perhaps vegetative forms of the organism are always 
caused by active disease, but it has been widely thought 
for many years that in countries where ameebiasis is 
endemic a high proportion of the natives habitually 
pass the cystic forms, though free of all symptoms, 
and that even in temperate countries such as England 
cyst-passers are by no means rare. Commonly, therefore, 
soldiers with alimentary symptoms due to another cause 
than amebiasis, or even those with vague complaints 
of psychological origin, were given the recommended 
course of anti-ameebic remedies because of the coinci- 
dental presence of EH. histolytica cysts in their stools. 
The situation is further complicated by the fact that 
there may be considerable difficulty, even for the expert, 
in differentiating HE. histolytica cysts from other cysts 
commonly found in the bowel, as was recently emphasised 
by Kershaw (1946) and Hill (1947). It can hardly be 
doubted that many soldiers in forward medical units in 
Burma, the laboratories of which were often staffed by 
briefly trained technicians, were wrongly considered to 
be harbouring L. histolytica cysts. 


TREATMENT 


Perhaps the most striking feature of the Army policy 
towards amebiasis was the length of time it caused men 
to remain hors-de-combat. For the ordinary case an 
ALFSEA medical directive dated December, 1945, pre- 
scribed emetine, emetine-bismuth-iodide (£.B.1.), and 
chiniofon-enema courses lasting about 17 days. This 
was followed by ‘ Diodoquin,’ if available, for 20 days, 
or otherwise acetarsol or similar compound for 12 days. 
After an interval of 2 weeks from the end of treatment, 
stools had to be examined microscopically for 6 consecu- 
tive days. Clearly, a man could not be returned to his 
unit in the forward areas for the 2 weeks’ interval, 
though he might sometimes spend this time in a con- 
valescent depot. The total time, therefore, between 
beginning treatment and being ready to return to duty 
was, if diodoquin was used, a minimum of 8 weeks and 
1 day. This naturally meant that cases of ameebiasis 
could not be treated in the forward areas, but had to be 
evacuated a long distance, probably to such places as 
Comilla in Bengal or Madras. Moreover, the treatment 
very rarely started immediately after the soldier reported 
sick in the forward areas ; commonly there was a delay 
of days or weeks (which in many cases could be ascribed 
to the official policy of discouraging the making of 
clinical diagnoses). And the delay between a soldier’s 
discharge from hospital in, say, Comilla and his return to 
his forward unit was often measured in numbers of-weeks, 
several of which were commonly spent in a convalescent 
depot. Hence soldiers with the mildest attacks of 
ameebiasis were often casualties for many months. 

A full course of treatment with §£.B.1. and chiniofon 
retention enemata, followed by diodoquin and one of 
the arsenicals, was also prescribed for soldiers who had 
no symptoms of ameebiasis but were found to be passing 
cysts. 

In the treatment of ameebiasis it is widely believed 
that a variety of drugs are complementary, and this was 
the reason why, in the Burma theatre and India during 
the war, it was at first customary and later obligatory 
to give at least three groups of drugs, provided they were 
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all available (which was often not the case): first, 
emetine injections followed by §E.B.1. by mouth ; second, 
chiniofon retention enemata, or alternatively diodoquin ; 
and third, certain arsenical drugs, such as acetarsol, 
sarbasone, and amibiarson. In addition, sulpha- 
guanidine or other sulphonamide was commonly given, 
and in severe and relapsing cases penicillin. In treating 
amcebiasis greater stress is put on régime and dietary 
measures than in treating most other diseases. Rest is 
deemed necessary net only as an aid to recovery but also 
to minimise the toxic effects of emetine on the heart, 
and in the Burma theatre it was usual to order soldiers 
to remain in bed for their whole emetine course and often 
for longer. 

Now, the severity of an attack of amoebiasis varies 
infinitely, and the untreated natural course of the disease 
is of exacerbations and remissions, which can be of 
varying lengths. The difficulties of assessing the value 
of a remedy for such a disease are very considerable even 
when it is given alone, and when numerous remedies are 
given simultaneously are even greater. So far as I know, 
nobody has yet published the necessary large-scale 
controlled series in which alternate cases are given a 
standard combination of remedies and the others this 
combination plus the preparation to be tested. In the 
absence of such evidence, treatment is a matter of 
opinion, and | offer the following propositions : 

1. The reasons for supposing that rest and dietary measures 
can influence the course of amcebiasis appear to be no 
stronger than the reasons in favour of these remedies in 
other circumstances. That if a man lies down all day 
his diseased colon will heal, but that if he walks about it 
will not heal is“unlikely ; and it is hardly conceivable 
that finely divided cellulose in the colon‘gan prevent its 
healing (the residue-free character ofxa “diet being 
considered the most-important quality). The advocacy 
of rest to minimise the toxic effects of emetine on the 
heart appears, a priori, equally groundless. Probably, 
therefore, the right policy is the general policy I have sug- 
gested elsewhere (Todd 1949)—namely, that the patient's 
symptoms should determine his activities and the nature 
of his food, 

. There is no apparent reason for supposing that the use 
of purgatives in ameebiasis is in any way beneficial, while it 
must aggravate the diarrhea. 

3. There seems to be no good reason to think that the 
arsenic-containing drugs improve the results of emetine 
and the oxyquinolines alone. However, provided their 
exhibition is not allowed to interfere with the patient’s 
return to work or duty—a most important proviso— 
they can hardly do harm. 

4. Since most attacks of ameebiasis clear up with emetine 
and the oxyquinoline compounds, sulphonamides and 
penicillin are best reserved for cases whose attacks do 
not take so favourable a course. 

. There is no convincing empirical evidence in favour of 
the use of E.B.I. by mouth rather than emetine by injec- 
tion. The findings of Rail (1947), in one of the few 
papers in which any attempt is made to compare the 
effects of the two preparations on a series of otherwise 
similar cases, suggest that in fact E.B.1. is not superior, 
but is possibly inferior, to emetine. , 


bo 





a 


If emetine injections do not relieve acute symptoms 
within a few days, they are unlikely to do so later ; 
so there is no point in continuing the drug. If emetine 
is successful, probably nothing will be gained by con- 
tinuing to give it, or E.B.1., for longer than about 10 days. 
. Oxyquinoline compounds are commonly given by both 
rectal and oral routes; it seems reasonable to suppose 
that the lesions near the anus are best dealt with by 
enemata, and lesions higher up by the substances coming 
down from above. Since these drugs rarely cause toxic 
effects, it is doubtless sound policy to continue them by 
mouth for some time after the symptoms have subsided ; 
but long-continued administration per rectum can be 
condemned because it is trying to the patient and almost 
demands hospitalisation. 
8. In a community where some 15-20% of people are 
passing ameebic cysts, there is little point in treating 
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ascertained cyst-earriers—unless perhaps they are 
engaged in preparing food. Patients with the symptoms 
of ameebiasis should be treated, even if the organism is 
not found. Those with the organism but not the 
symptoms should not be treated. 

If these propositions are accepted, the ordinary 
attack of amebiasis should be treated along the following 
lines. Injections of emetine gr. 1 are given daily for, say, 
10 days, simultaneously with diodoquin by mouth, and 
perhaps with chiniofon enemata. During this period the 
patient, unless he is very ill, is encouraged to be up and 
about, except for several hours after the enemata (which, 
if given in the evenings, should not interfere with his 
activities). He has a full diet, so far as practicable to suit 
his tastes, and no purgatives or other ancillary drugs. 
For a further period afterwards he possibly has more 
diodoquin. Patients who are not completely symptom- 
free after this course, or who quickly relapse, should, 
after an interval, be given a further course of 
the same drugs accompanied or preceded by sulphon- 
amides and penicillin and perhaps followed by other 
remedies. 

While the problem of the treatment of amebiasis 
remains obscure, it seems to me reasonable to adopt this 
scheme rather than others more complicated. The onus 
of proof should rest on those who state that long spells 
in bed, fluid or residue-free diets, regular purgative drugs, 
and a long course of E.B.1. are valuable. 

If these conclusions are sound, the minimum period for 
being a casualty from ameebiasis should have been 
measured in small numbers of weeks (as it was measured 
by those who treated cases in forward medical units 
and ignored the regulations). The combined emetine, 
chiniofon, and diodoquin course could have been started 
in a casualty-clearing station or other equivalent forward 
unit immediately after admission. After some 10 days 
the patients who were still unwell, and those whose 
attack was a recent relapse, should have been evacuated 
to base hospitals for further treatment and, if necessary, 
invaliding. The remainder—as a rule the great majority 
—could then have been given an intensive toughening 
course (if coming from front-line units) and after a few 
days could have been discharged to duty, possibly with 
a supply of diodoquin or arsenic compound to take for a 
few weeks. Admittedly, until fairly late in the campaign, 
diodoquin was unavailable, and for the first year or so 
chiniofon was scarce; but in so far as there was a 
shortage of these compounds, the forward units could 
have been given priority. 

It may be objected that a proportion of soldiers treated 
in this way would relapse shortly after returning to their 
units and become casualties again. But it would have 
been far better that a few men should become casualties 
twice than that a large number should be hors-de-combat 
for many months at a time. Those who had two attacks 
within a short period should have been sent to the base 
areas, to prevent their becoming casualties a third 
time. 

DISCUSSION 


My conclusions about amebiasis thus resemble my 
conclusions about malaria. For the official policy 
towards the diagnosis and treatment of the two diseases 
was wrong for similar reasons: in diagnosis the micro- 
scopic aspects were given far too great an emphasis by 
comparison with the clinical, and in treatment soldiers 
were caused to remain hors-de-combat far longer than 
was necessary. In the case of malaria this policy was 


responsible for soldiers remaining undiagnosed for days 
and being casualties for weeks ; in the case of ameebiasis 
it meant that soldiers often remain undiagnosed for 
weeks and became casualties for many months. 

During three years in the tropics I discussed these 
problems with numerous clinicians, and many admitted 
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that they too believed that ameebiasis should often be 
diagnosed on clinical grounds. Pathologists, on the other 
hand, tended to have the opposite opinion, which is not 
altogether surprising. Some of the advocates of the 
clinical approach nevertheless seemed a little furtive ; 
they would give the anti-amebic remedies without dis- 
covering the H. histolytica, but they hardly liked to 
publish the fact openly, doubtless having a fear of being 
dubbed “ unscientific’? by some scorning pathologist. 
With rare exceptions those who committed themselves 
to print seemed to take for granted the diagnostic 
superiority of the microscope. 

No European civilian in the tropics would stay in 
hospital for two months with a mild attack of amebiasis. 
And the difference between the lives of civilians and of 
soldiers can no more excuse this prolonged hospitalisation 
for all soldiers with amebiasis than it can excuse the 
practice of keeping every soldier with malaria in hospital 
for two weeks. The arguments against a minimum 
period of hospitalisation for malaria apply equally to 
ameebiasis. For any attempt to make fixed regulations 
for a disease so variable, affecting soldiers whose 
conditions of life differ so widely, is surely unjustified. 


(To be continued) 





Special Articles 


THE CANADIAN ROYAL COLLEGE 
FROM A CANADIAN CORRESPONDENT 


THE annual meeting and convocation of the Royal 
College of Physicians and Surgeons of Canada was held 
in Toronto on Nov. 25 and 26. This is the first time 
that the college has been convened outside of Ottawa. 
Parliament was in session and the halls of the Chateau 
Laurier Hotel were not available. 

The first day was devoted to scientific papers. Two 
of these were given by the first winners of the medals 
offered by the college for essays on original work by 
young investigators. The contest is open to the profession 
throughout Canada, provided that the essayist. be not 
more than forty years of age. Dr. Euchariste Samson, 
of Quebec, won the medal in the division of surgery 
with his paper entitled Traitement Radical du Cancer 
de la Téte du Pancreas; and Dr. W. Stanley Hartroft, 
of Toronto, was awarded the medal in the division of 
medicine with a study entitled Aspects of Experimental 
Choline Deficiency. 

At the convocation the address in medicine was 
delivered by Prof. C. E. van Rooyen (Toronto), who 
spoke on Current Problems in the Diagnosis and Treatment 
of Virus Diseases. The address in surgery was given by 
Dr. Frank Lamont Meleney, associate professor of 
surgery, Columbia University, New York, who discussed 
the Clinical Application of the Present Knowledge of 
Antibiotic Therapy to Surgical Infections. 

Fellowships were awarded by the president, Dr. W. F. 
Gillespie, professor of surgery in the University of 
Alberta, to Prof. William Boyd and Prof. W. W. Barra- 
clough (Toronto), Professor van Rooyen, and Professor 
Meleney, among others. Honorary fellowship was 
bestowed upon Lord Webb-Johnson, immediate past 
president of the Royal College of Surgeons of England, 
who addressed convocation. In his citation Prof. W. E. 
Gallie (Toronto) said : 

“ During the eight years that he was president he brought 
about a change in the college that the previous hundred 
years had failed to do. When he took office it was 
primarily an examining board, dignified, aloof, cold. Now 
it has become the very centre of postgraduate education, 
friendly, stimulating, warm-hearted. He has changed it 
from a museum to a laboratory, from an examination hall 
to a postgraduate school, from a place of many unhappy 
recollections to a place where happiness abounds, All 
students of our art are welcome there and those from 
overseas will find in it not only a spiritual but also a 
literal home,” 
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In England Now 


A Running Commentary by Peripatetic Correspondents 





THE chief magistrate was imposing a fine of £10 and 
endorsing my licence for twelve months. ‘‘ This was 
undoubtedly a serious case of careless and haphazard 
driving,” he said, “ and in future .. .” 

At this point I realised that the Court had not appre- 
ciated my defence. This was that at the time of the 
accident I was contemplating and formulating a new 
field for psychological research which I was about to 
write up for THe LAncrer. For many years I have been 
amused, irritated, frustrated, angered, or annoyed at 
the stupidity of my patients’ reactions to my simple 
orders during my examination of them. If told to take 
a deep breath through the mouth, they will invariably 
exhale mucously through their nose. A request to 
remove all clothing is usually translated as only some. 
An order to ‘‘ get up on the couch and lie on your back ”’ 
produces many responses. The obsessional will slowly 
remove his clothes and lay them neatly on a vacant 
chair, and then equally neatly will unfold himself on 
the couch, sometimes face upwards and sometimes 
not. Either way he will say ‘‘ You did say on my back ? ” 
Then, without awaiting an answer, he will promptly 
turn over and back again with the further observation, 
‘* On my back, of course, how silly of me!” All this is 
accomplished with great difficulty as the couch is only 
eighteen inches wide and very slippery. The athletic 
hypochondriacal type will throw off his clothes, expand 
his chest, and then jump violently on to the couch. 
This invariably leads to a catastrophe for the reasons 
already mentioned. The patients who live only in the 


present always fail in this test. They remove theim 


clothes and place them upon the couch, so that at the 
last minute all their plans must be altered in order that 
they themselves may get on the couch. 

But the patient who annoys me most is the fully grown 
adult who does not seem to know his right hand from his 
left. One would have thought that the average person 
was capable of realising which hand he uses for writing, 
that a woman would know which is her wedding ring 
hand, and that a young lad who did net know his right 
hand from his left on leaving school would surely have 
been told more than once during his Army service. 
But in fact if you ask your patient to roll up the left 
sleeve there is a six to one chance that he (or she) will 
begin by rolling up the right. 

|. and in future, I would suggest to the accused, 
when he desires to turn to the left he should put out 
his near-side indicator and not the off-side one. If only 
people knew their left hand from their right there would 
be fewer accidents on the road.” 

* * *” 

‘Yes, it is a nuisance having to have an operation,” 
said I airily to my commiserating friends, ‘‘ but at least 
it’ll give me a few days’ rést.”” Never was I more mis- 
taken. Even before I went down to the theatre for my 
herniotomy a hefty physiotherapy wench put me through 
breathing exercises which she advised me.to use when 
I was coming round to dispel the lingering cyclopropane 
(I followed her advice, and it certainly helped). The 
very next morning she was exhorting me, in company 
with all the other bed-patients of the surgical ward, to 
‘* Breath iIn—and out ”’ and to raise head, arms, and legs 
in various combinations and permutations of effort. 
Even the fractured’ femur in the Pearson bed next to 
mine had to waggle his sound leg in the air. Rest, my 
foot! On the sixth day I sat out of bed, albeit only 
on the chair-commode waggishly labelled ‘‘ L,’’ by the 
ninth I was walking gingerly around the ward, and on 
the twelfth I left the hospital, taking home with me 
several books which I hadn’t had time to read. 

Even in illness, it seems, there is nowadays no escape 
for the world-weary. The peaceful quietus of broncho- 
pneumonia for the elderly has been abolished by peni- 
cillin. Even the schizophrenic, thinking himself safe in 
his private dream-world, is rudely hoicked out of it by 
E.C.T. or ieucotomy. Next time I want a restful day or 
two in bed, I shall get me a nice cosy old-fashioned cold 
in the head, the only Nirvanah that modern therapeutics 
(up to the moment of going to press) has mercifully spared. 

* * * 
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A piece of fresh normal aorta, still warm, is not easy 
to get from our pathologists, and surgeons are easily 
insulted. We must send one of our girls down to the 
slaughterhouse; for the students must have their 
90 microgrammes (1:98 10-7 pounds) of flesh. Our 
histology department is ‘‘ out of aorta,’ but a sheep's 
will do. 

Our messenger returns. ‘‘ They say you have to write 
to Dr. X of the Ministry of Health. It requires a permit.” 
[ ring WHI. 4300, and arrive, via several female voices 
at that of the arch-aortamonger himself (thought : if he 
specialises in the 86cond portion of the aorta, he will be 
entitled to a second arch). I explain my predicament. 
Ominous apologies, including the words ‘red tape”’ 
follow. He ends at last by saying that unfortunately he 
is no longer dealing with these matters (I suppose these 
cabinet-type reshuffles must go on at all levels all the- 
time, and that this is the result of a thoracic purge). 
He refers me to their Kensington branch where a Mr. Y 
(this lack of a medical qualification disturbed me) will 
fix me up. Again the series of female voices. ‘‘ Mr. Y 
is not available, but Mr. Z knowsall about that sort of 
thing—but, no, I can really tell you myself! You write 
te us, we authorise it, and the Ministry of Food will 
grant a permit. No, in a straightforward case like yours 
it shouldn’t take more than a few days.” 

It will probably mean cutting the aorta ration to 45 
microgrammes (9:9 10-8 pounds), but all must make 
sacrifices these days. Ours will be a rabbit. 


* * 


I really must give my hobby horse another gallop. 
When it last had an outing I suggested that Sir Ernest 
Gowers should try to persuade medical writers, as 
well as civil servants, to give up verbose jargon and to 
use Plain Words instead. But now that I have joined 
up as a G.P. I caii see why his first attack was against 
civil-service English. \ 

I learned that I had permission to practise in a remark- 
able letter which reads as follows : 


“Your application . . . has been considered by the 
Committee and they have decided to grant the application, 
subject to the exclusion of the provision of general medical 
services by you, in those parts of the Executive Council’s 
area where the Committee declared the number of doctors 
to be adequate, published in the Lancet of 30th July 1949, 
and British Medical Journal of the 6th August 1949, and 
any subsequent amendments published prior to the date of 
this letter. Such restriction is subject to the right of 
appeal against the decision of the Committee to the 
Minister, .. .” 


The essential phrase here is, I think, “ decided to 
grant the application,’’ which evidently means that I 
may practise. i 

I soon received a bundle of forms and documents. 
To my delight I found one headed Sratutory INstRU- 
MENTS, which contains the original of a now famous 
sentence : “‘ Every woman by whom or on whose behalf 
a claim for maternity benefit is made shall furnish 
evidence that she has been, or that it is to be expected 
that she will be, confined by means of a certificate given 
in accordance with the rules for certification . . . or by 
means of such other certificate as the determining 
authority may accept... .’” Such is the art of obstetrics 
in the Welfare State. 


* * * 


A simple case of hiccup (or hiccough) was shown at 
the physicians’ meeting—a refreshing change from the 
rare and bizarre cases usually appearing at these learned 
gatherings. However, it was soon clear that this problem 
was frightfully complicated, for the hiccup may persist 
after the crushing of both phrenics, and in their 
enthusiasm to explain the movement some of the 
physicians began to imitate hiccup, with emphasis on 
the hic rather than the cup. At one point one wondered 
whether the whole audience might become afflicted, as in 
the medieval orgies when communities would succumb 
to some hysterical outburst (see Dancing Mania). For- 
tunately, the tone of the meeting was restored by the 
pronouncement of the neurologist, that we were dealin 
jae a typical example of Focal Epilepsy of the Hin 

rain. 
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Letters to the Editor 


ACADEMIC SALARIES AT CAMBRIDGE 


Smr,—We ask you to publish the following facts 
relating to scales of stipends at Cambridge! : 


Non-medical Preclinical Clinical 

Professor £1950* £2050 £2500 
Readers £1800 and £1800 and £2000 and 

£1600 £1600 £1800 
Lecturer £750—-£50- £750-£50— £850-£100— 

£1250 £1250 £1450 
Demonstrator or £600—-£25- £600-—£25- £700—£25- 
assistant lecturer £700 £700 £800 
Departmental £350 (no 
demonstrator superannuation) 


* Plus administrative payments up to £400. 
t Plus administrative payments up to £300. 


In certain cases (both medical and non-medical) there are 
additional pensionable Payments up to £120. The scale for 
teaching officers ordinarily resident in college is £100 less than 
that shown. 


For the medically qualified man these scales mean 
that if he teaches at Cambridge rather than in other 
medical schools, he may be at a financial disadvantage 
amounting to some £6000 of pensionable stipend during 
his first ten years of appointment (due to the low annual 
increments), and at a final disadvantage of over £400 
of annual pensionable stipend. These considerations may 
weigh heavily with the man who lacks private means 
but has a growing family, for which the ‘ amenities of 
Cambridge ’’ ought not to be measured thus. 

These scales were approved by the university on 
Saturday Dec. 3. Many eminent men, both medical and 
non-medical, opposed this approval, which in their 
opinion would create a grave risk to the future of medical 
teaching in Cambridge—a risk which was avoidable and 
which therefore should not be incurred. They pointed 
out that in a comparable university different decisions 
had clearly been made in the national interest, with a 
proper appreciation of the problems arising from the 
nationalisation of medicine and the Spens report. They 
were refused permission to disapprove only of those 
stipends with which they were obviously concerned, 
and were heavily defeated by a large non-medical vote. 

G. W. Harris 

Cambridge. M. M. BULL. 


*.* On Nov. 19 (p. 970) we briefly summarised the 
arguments advanced in the senate on Nov. 1.—Ep.L. 


THE ANTERIOR TIBIAL SYNDROME 


Sm,—lIn their excellent article of Nov. 19, Dr. Barham 
Carter and his colleagues put forward the hypothesis 
that a rise in tension is the essential feature in producing 
the ischemia of this syndrome. Two findings are empha- 
sised as significant evidence in support of this view : 


1. The presence of old and recent hemorrhages in 3 out of 


9 cases. Since the biopsies were performed at three, four, 
and six months after onset, recent hemorrhages are likely to 
be of little ztiological significance and old ones perhaps 
difficult to assess. 

2. The associated lesion of the anterior tibial nerve, which 
was noticed in all their cases and which cleared up completely 
in 3. The authors suggest that this indicates a compression 
neuropathy, but is not this rather begging the question ? 
While rightly giving prominence to this associated nerve 
involvement, the authors themselves suggest that “‘ in those 
eases in which the nerve lesion recovered, the lesion may 
have been a mild and reversible type of nerve ischemia.” 

In their extensive investigation, the  electro- 
myographie findings are particularly interesting. Of the 
3 cases in which the extensor digitorum longus was 
examined, the response was normal in 2 and silent in 


1. Cambridge Univ. Rep. Oct. 15, 1949, p. 200. 
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the 3rd, whilst the corresponding tibialis anterior and 
extensor hallucis longus were silent in all 3 cases. This 
peculiar differential involvement of muscles is also the 
experience of other observers, and cannot be lightly 
disregarded in any hypothesis. That the tibialis anterior 
is subjected to greater strain than the toe extensors, 
fails to explain the differential involvement of the toe 
extensors themselves. Furthermore, tension within a 
single closed compartment must obey the laws of 
dynamics and tend to be distributed uniformly within 
that space. The fact that arteriography showed nothing 
abnormal in all 4 cases where it was carried out is a 
significant addition to our knowledge, and virtually 
excludes any permanent organic occlusion of the main 
anterior tibial artery ; while the negative oscillometric 
findings some months after onset are perhaps less 
helpful. 

It seems that this intriguing syndrome still withholds 
many of its secrets. 


Liverpool. J. ROWLAND HUGHEs. 


MERCURY AS AN OCCUPATIONAL HAZARD 


Srr,—In your issue of Sept. 10, I read the interesting 
article by Dr. Agate and Miss Buckell on mereury poison- 
ing from fingerprint photography. The authors mention 
the dangers of mercurialism amongst refiners, mirror- 
makers, hatters, manufacturers of thermometers, and 
others. As a dental surgeon, may I make a few additional 
remarks regarding the hazard in my profession ? 

Our main filling material is amalgam—a silver-tin- 
mercury alloy—which is triturated in a mortar until a 
sort of soft plastic dough is formed and is then further 
triturated or ‘“‘ mixed” in the palm of the hand, by 
either the dentist or his assistant. Excessive mercury is 
squeezed out until the material is plastic enough to be 
inserted into the cavity. This excessive mercury should 
be caught and kept under water with the rest of the 
“waste”? amalgam, but occasionally minute mercury 
balls escape and roll on to the floor. 

From this procedure two problems emerge: (1) will 
the patient be affected by the mercury alloy in his 
mouth; and (2) are the dentist and/or his assistant 
exposed to the risk of mercurialism ? 

The first question has been dealt with by Stock,! 
who suggested that quite a number of nervous disturb- 
ances in modern man are due to chronic mercurialism, 
resulting from dental-amalgam fillings; according to 
Stock these are worn away and dissolve very slowly in 
the saliva. On the whole, his findings were not accepted 
by the profession.2, There is, however, one form of 
amalgam filling—the copper amalgam—which contains 
free mercury and is softer than silver amalgam. Being 
recognised as a potential source of danger, it is used 
less. Under the National Health Service regulations, 
copper amalgams ‘“ are not to be regarded as permanent 
filling materials, though they may be used .. . for the 
conservation of deciduous teeth.” 

From time to time there are reports of idiosyncrasies 
to amalgam fillings, or rather to the mercury contained in 
them. Bass * described such a case jn a 15-year-old girl 
who had previously shown allergic symptoms to mer- 
eury. After having a tooth filled with amalgam she 
developed cedema of the lips and erythematous eruptions 
on lip and cheeks. Similar eruptions occurred in another 
child, aged 4 years, after taking calomel; when this 
child was 7 years old, she developed cedema of the face 
after the application of yellow oxide of mercury to the 
eyelids. At 12 and 13 years of age the same reaction 
took place after she had several teeth filled with amal- 
gam; on removal of the fillings the symptoms ceased 
at once. 





1. Stock, A. Z. angew. Chem, 1926, no. 15. 
2. Parfitt, J. B., Herbert, W.E. Operative Dental Surgery. London, 


1944. 
3. Bass, M. H. J. Pediat. 1943, 23, 215. 
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Investigation of the second question has proved that 
neither the dentist nor his personnel are exposed to any 
great risk of mercurialism, provided that they handle 
the alloy with the necessary precautions—wearing rubber 
fingerstalls while mixing it, and squeezing out the 
superfluous mercury with the aid of chamois leather. 
Binzegger * found that in dental surgeries the content of 
mereury vapour was 0:0277—0-948 mg. per ¢.m. air, while 
in the urine of two people who handled the amalgam 
alloy the mercury content was 6-023-0-078 mg. and 
0-:036-0:240 mg. per 4 litres ; in other cases no mercury 
was found. On the other hand, Parfitt and Herbert * 
quote reports on the Berlin school dental service where 
62 workers were found to be excreting mercury. Lately, 
Grossman and Dannenberg > have concluded that “* the 
amount of mercury vapor with which the average dentist 
comes into contact in his office or laboratory is not toxic. 
Concentrations of the vapor were so uniformly low 
that the study was terminated after fifty dental offices 
were examined instead of the one hundred originally 
planned.’ The authors state that toxicity will result if 
mereury vapour exceeds 0-1 mg. per ¢.m. of air. 


London, W.1. H. J. TURKHEIM. 


TREATMENT OF PERNICIOUS ANAMIA 


Str,—In your leading article of Dec. 3 you rightly 
point out the difficulty confronting the practitioner in 
his selection of a preparation for the treatment of 
pernicious anzemia. However, one important point 
is omitted—namely, that of late years it has been 
exceedingly difficult to find, amongst all the parenteral 
liver extracts on the market, one that is really reliable. 
Having omitted this important point you sum up by 
saying that ‘‘the treatment of pernicious anemia, 
today, still rests on the proper use of liver and desiccated- 
stomach preparations.” 

In this hospital, during the past twenty years, patients 
suffering from pernicious anemia have been treated in 
a special clinic. We have therefore had an opportunity 
of observing the same patients over many years and of 
testing the maintenance value of many extracts. From 
our experience two important points emerge: (1) treat- 
ment must be controlled by periodic blood-counts, 
however reliable the liver extract used may have proved 
in the past; and (2) of recent years there has been a 
general decline in the potency of liver extracts. There 
is ample evidence that other workers have had similar 
experience; and in the Oliver-Sharpey lectures, to 
which you refer, Wilkinson * confirms the latter point 
and suggests that the explanation lies in the use of so- 
called ‘* pharmaceutical ” livers by the manufacturers. 

So marked has been this decline in potency of liver 
extracts in recent years that we welcomed the opportunity 
given to us by Messrs. Glaxo Laboratories Ltd. to test 
samples of vitamin B,, derived from botanical sources. 
During the past six months we have treated with this 
preparation fourteen patients who were suffering from 
their first attack of anemia. All of them have given 
a vigorous reticulocyte response followed by a rapid 
return of hemoglobin and red eells to normal levels. 
In addition to these fourteen patients, we have success- 
fully treated relapses in eighteen patients who were 
attending for maintenance treatment by liver extract, 
and who had relapsed in spite of such treatment. Finally 
a few patients under liver maintenance treatment but 
not in relapse, who have been changed to treatment 
by vitamin B,,, have volunteered that they felt better ; 
and in such patients the red-cell levels have generally 
risen from 4-0-4-5 million per e.mm. to 5-0 million 
per ¢.mm. 





4. Binzegger, W. Schweiz. Mschr. Zahnheilk. 1928, 38, 450. 
5. Grossman, L. I., Dannenberg, J. R. J. dent. Res. 1949, 28, 435. 
6. Wilkinson, J. F. Lancet, 1949, i, 291, 336. 


Whatever else may emerge from our experience, if 
the treatment of pernicious anemia is tod rest on the 
proper use of liver extracts as at present available, such 
treatment will be unsatisfactory. In our limited experi- 
ence with vitamin B,,, we have yet to meet the patient 
that is not better for the change from liver extract to this 
preparation. We have little or no experience of the use 
of desiccated-stomach preparations and so cannot 
comment on this treatment. 

Surely the position is that all pernicious-anzemia 
patients under treatn?nt must receive adequate hemato- 
logical control. If this condition is satisfied, then 
whatever treatment may be used it can be modified 
if hemoglobin and red-cell levels are not maintained. 
J. MILLS 
E. H. HeEmMsTEpb. 


ANONYMITY IN BROADCASTING 


Smr,— Your correspondence on anonymity on the 
B.B.C. puzzles me. How can one be anonymous on a 
television programme, unless one wears a mask and 
disguises one’s voice? Surely the situation is becoming 
ridiculous, because if in fact such measures are taken 
to their logical conclusion no doctor could ever appear 
on any public platform unless speaking from behind 
a screen and billed as an unknown doctor. The 
point about this question of advertising is whether 
these public appearances are for the purpose of gaining 
patients ; and I cannot see that any harm is done by 
doctors broadcasting by sound or television, or by their 
public appearance, so long as it is obviously not for the 
purpose of advertising themselves. 

I feel that the entizely negative attitude of the General 
Medical Council is to be deplored, and that they should 
formulate rules for guidance on this important matter. 
BERNARD SANDLER. 


Reading. 


Urmston, Lancs. 


OPERATIONS FOR MITRAL STENOSIS 

Str,—It might perhaps have been desirable to men- 
tion, in your leading article of Oct. 29, the influence of 
pathological changes in the intrapulmonary arteries 
and arterioles upon the outcome.of operations for mitral 
stenosis. An investigation by Larrabee et al.’ emphasises 
the importance of this aspect. 

They have studied post mortem 20 cases of well- 
established mitral stenosis, the patients having mostly 
died as a direct result of the mitral lesion. The lesions 
found in the intrapulmonary arteries and arterioles 
were medial hypertrophy, intimal fibrosis, and medial 
scarring ; in 6 there was medial hypertrophy only. 
Owing to these lesions, the calibre of affected vessels 
was reduced, with consequent increased resistance to 
blood-flow at this level. 

The question naturally arises whether direct relief of 
the mitral stenotic lesion by operation on the valve itself 
might fail to produce the desired effect in the presence 
of widespread intrapulmonary arterial resistance. Right- 
heart failure might still ensue under such circumstances 
even though the mitral obstruction had been relieved. 
Larrabee and his co-workers suggest that in mitral 
stenosis medial hypertrophy probably represents ‘the 
earliest organic change in these vessels ; that a vessel so 
affected remains flexible and capable of dilatation after 
alleviation of the mitral obstructive lesion ; and that no 
relief of the intrapulmonary resistance may be expected 
in the presence of intimal fibrosis and’ medial scarring. 
A similar line of reasoning is applicable to the operation 
of Bland and Sweet,? in which a venous shunt is estab- 
lished between the dorsal-segment branch of the right 
inferior pulmonary vein and the azygos vein. It is 
natural to assume that optimal benefit would be expected 








1. Larrabee, W. F., Parker, R. L., Edwards, J.E. Proc. I i 
1949, 24, 316. Leclire os pes 
2. Bland, E. F., Sweet, R. H. J. Amer. med. Ass. 1949, 140, 1259. 


























































1152 THE LANCET] 
to follow only when the intrapulmonary vessels are still 
capable of dilatation. The patients upon whom Bland 
and Sweet operated were subject to attacks of acute 
pulmonary cedema, often accompanied by hemoptysis. 
They were relatively well between such attacks and 
showed only slight cardiac enlargement. 

Bland and Sweet suggest that the procedure should be 
reserved for such patients with a fairly normal cardiac 
output. The operation offers a safety-valve for preventing 
attacks of acute pulmonary congestion, and were it 
later extended to a wider field in the treatment of mitral 
stenosis, structural changes in the smaller pulmonary 
arteries and arterioles should be carefully considered 
in assessing the ultimate result. 

A. L. McApam 

Blackburn. J. SHAFAR. 


PERAXILLARY APPROACH TO THE STELLATE 
AND UPPER THORACIC SYMPATHETIC GANGLIA 


Sir,—When Prof. R. H. Goetz, of Cape Town, visited 
this country last summer he persuaded me to adopt the 
peraxillary approach to the stellate and upper thoracic 
sympathetic ganglia. For the last few months I have 
used this approach, and as [ have had many requests for 
a description of the technique, I should be grateful if 
you would allow me to give a short account of this. 

Without going into the details of the anatomy of the 
sympathetic system, the operation consists in the removal of 
the second and third thoracic ganglia with the intervening 
chain, or alternatively, if it is desired to be strictly pregan- 
glionic, section of the chain below the third ganglion and of 
the white rami to this ganglion and to the second. 

The patient is placed in the lateral position and wedged 
suitably on the table. The uppermost arm is extended to 
about 130°, drawn forwards, and placed on an arm-rest. It 
is important not to hyperextend the arm too far over the 
head, because on one occasion I had a temporary brachial- 
plexus palsy, due to the fact, I think, that I probably leant 
on the hyperextended arm during the course of the operation. 

An incision is then made transversely across the axilla at 
the level of what is judged to be the second intercostal space. 
The obliquity of this incision depends upon the obliquity ot 
the ribs in the particular patient ; this can be felt through 
the axilla: The incision stretches from the latissimus dorsi 
posteriorly to the pectoralis major anteriorly. Either of these 
muscles may be partially incised, but I have found this 
necessary on only one occasion when a few fibres of the 
posterior border of the pectoralis major were incised to give 
better exposure. 

The incision is deepened through fat and glandular tissue 
down to the intercostal space, bearing in mind that in the 
posterior part of the wound there lies the long thoracic nerve— 
the only structure of importance to be avoided. I usually do 
not see this nerve, but I am careful not to extend my intercostal 
incision too far backwards for fear of cutting it. 

The second intercostal space having been exposed and 
identified, an incision is made through the intercostal muscles 
—a process which, because of the obliquity of the fibres in 
this region, is often more of a scratching than a clean incision. 
The anesthetist is warned, and the pleura is entered. A 
retractor is then placed between the second and third ribs, 
and the best instrument for this purpose is half of a Tudor 
Edwards spreader, with the crossbar removed. I have found 
that a Tuffier retractor is not strong enough. -The intercostal 
space is forcibly enlarged to about 11/,-2 in. The lung is 
allowed to collapse, and a moist gauze roll, 3 in. wide, is 
inserted into the pleural cavity, which, with the tail of the roll 
outside the wound, helps to keep the lung out of the way. A 
spatular retractor js inserted, together with a malleable light. 
It is then usually possible to see satisfactorily the upper 
part of the thoracic sympathetic chain shining through the 
parietal pleura. The adjacent intercostal veins, which in other 
approaches may cause such trouble, can be readily identified 
and avoided. I find it best to identify the stellate ganglion 
and the second and third thoracic ganglia before the parietal 
pleura over them is tampered with; otherwise the slight 
oozing which occurs as soon as the pleura is incised tends to 
mask the anatomy of these parts. In order to effect identifi- 
cation, a pair of lobectomy scissors is inserted into the cavity, 
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and the neck of the highest rib is identified by palpation wit] 
the scissors. The ganglion lying on this rib is the stellate 
ganglion, and it is the two ganglia below this which must hi 
removed. 

At this stage the pleura is incised with a special long- 
handled knife, fitted with a no. 12 Bard Parker blade, which 
has rather a scythed or hooked shape. The special knife- 
handle is that to which I was introduced by Mr. Brodie Hughes, 
of Birmingham, and which I use in hypertension operations. 
The pleura is incised over the required distance and the 
sympathetic chain seized immediately below the third gan- 
glion. By dissection with the no. 12 Bard Parker blade and 
long-handled lobectomy scissors, together with pledgets of 
gauze held on long artery-forceps, this chain is dissected 
up and the required length removed. The malleable light, 
retractor, and gauze roll having been removed, the Tudor 
Edwards spreader is released and withdrawn, and the lung 
expanded by the anzsthetist. 

No closure is necessary other than suturing the skin with 
continuous ‘ Nylon.’ The patient may get up on the next 
day, and so far I have had no trouble with pleural effusions 
or other intrapleural complications. Penicillin is given post- 
operatively .for three days, and postoperative pain is con- 
trolled in the usual manner. This postoperative pain varies, 
I believe, inversely with the amount of care with which the 
ribs are retracted. If this is done slowly and gently, a very 
considerable degree of spread can be attained with a very 
slight amount of trauma. 


This communication is in no sense an attempt to 
claim priority, or indeed any credit whatever, for 
describing an operation which has been developed else- 
where and will, no doubt, be fully described and assessed 
by its originator. I can only add that I have performed 
the operation eight times and I feel that it is an approach 
which deserves serious consideration. It is far less trau- 
matic and far more anatomically certain than the 
posterior approach. It is no more traumatic than the 
anterior approach, and is again more selectively accurate 
and a simpler procedure when section of the sympathetic 
chain below the third thoracic ganglion is required. I 
know that the claim is made that this ganglion can be 
exposed through the anterior approach, but this claim 
eannot invariably be substantiated. 

H. J. B. Atkins 


Guy’s Hospital, Director, 
London, 8.E.1. Department of Surgery. 


AN EPIDEMIC OF ACUTE NEPHRITIS 


Smr,—I read with great interest Dr. Razzaz’s letter 
in your issue of Oct. 15. 

I treated 10 cases of acute nephritis in a more or less 
epidemic form during Dr. Razzaz’s experience amongst 
the Palestinian refugees at the Jordan Red Crescent 
Polyclinic in Amman. My cases were among the well- 
to-do. Thus bad living conditions and undue exposure 
to cold and damp weather had not much to do with the 
epidemic. Moreover most of my cases were in adults 
and almost all were accompanied by respiratory infections 
(especially acute tonsillitis), or preceded by such an 
infection within the previous three weeks. 

Diagnosis was based on the presence of cedema and high 
blood-pressure ; and laboratory examination of urine 
revealed albumin with casts and red blood-cells in large 
numbers. All cases were treated with intramuscular 
injections of penicillin in a single large dose, in addition 
to ordinary dietetic and diuretic measures. My routine 
doses of penicillin are as follows: (1) under 1 year of age, 
100,000 units in 1 ml. of distilled water ; aged 2-5 years, 
200,000 units in 2 ml. of distilled water ; older children, 
500,000 units in 5 ml.; and adults, 1,000,000 units in 
5-10 ml. All 10 patients recovered in 7-10 days. 


Thus I agree with Dr. Razzaz that the doses used by 


Fleming were too small, and that larger doses would 
have given better results. 


Dsyamit Faik Tutunst 
Amman The Jordan, Under-Secretary of State for Health. 


1. Fleming, J. Lancet, 1949, i, 763. 
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THE GUILLAIN-BARRE SYNDROME 


Sir,—I have read Dr. Petch’s article of Sept. 3 with 
great interest. During the war I observed cases of 
neuritis and polyneuritis following typhoid and para- 
typhoid inoculation. Of 10 such cases, 3 had severe 
polyradiculoneuritis with a protein content in the cerebro- 
spinal fluid (c.s.r.) of up to 500 mg. per 100 ml. This 
led me to study the problem very carefully, and to 
explain from a fresh viewpoint the pathogenesis of 
polyneuritis associated with the “ dissociation albumino- 
cytologique ” of the c.s.F. Essentially my conclusions ! 
were : 

1. The Guillain-Barré syndrome is a non-specific neuro- 
pathological syndrome that has no single cause. 

2. Clinically cases may be divided into four groups: (a) those 
associated with chronic focal infection (in my series mostly 
chronic pyogenic infections of bones, joints, or soft parts 
arising from war wounds); (6) those arising after infectious 
diseases such as chronic sepsis, dysentery, typhoid, and 
diphtheria ; (c) those associated with inflammatory disorders 
of the gastro-intestinal tract and liver ; and (d) those arising 
after injection of foreign protein (vaccine or serum). 

So far as these four groups are concerned, it was 
assumed that the disorder arises from an unorganised 
and non-specific allergic (parallergic) process, which 
manifests itself as allergic-hyperergic (serous) inflam- 
mation in the peripheral nervous system and is usually 
especially severe in the spinal roots; it is thus funda- 
mentally a pathergic reaction in the sense used by 
Rossle. The “ dissociation albumino-cytologique ”’ bears 
all the marks of an exudate, rich in protein and poor 
in cells, diluted by the c.s.F., and leaking into the 
subarachnoid space from the inflamed spinal roots and 
membranes. 

This may explain the pathogenesis, but it does not 
touch on the etiology. It is still uncertain whether 
—as I believe is very probable—there is a further group 
of cases which owe their origin to virus infection. These 
ideas have been the subject of lively discussion by 
German workers and especially Pette.? . 

Munich. A. BANNWARTH. 


Sir,—I have read with interest the article on the 
Guillain-Barré syndrome or acute infective polyneuritis 
—Dr. Petch rightly emphasises the identity of the two 
conditions. 

Regarding therapy, I should like to call attention to 
the infective character of the ilmess. This necessitates 
the administration of hexamine intravenously, of vitamins 
(B complex and C), and in serious cases blood-transfusion. 
I have seen several cases where the condition was greatly 
relieved by blood-transfusion. This has proved useful 
also in cases where recovery is delayed ; 2—5 transfusions, 
each of 150 ml: of blood, have caused rapid improvement. 


Budapest. T. DE LEHOCZKY. 


Smr,—Dr. Petch has oversimplified the description of 
a syndrome that is still the subject of controversy.* * 

The ‘‘ syndrome ”’ may be a generalised disease-entity 
as described by Dr. Petch, and should be distinguished 
as such and labelled ‘ Guillain-Barré disease.” As 
Dr. Petch observes, this condition so closely resembles 
acute infective polyneuritis that the two names should 
be regarded as synonyms. This terminology has been 
adopted by Russell Brain in the latest edition of his 
Neurology. 

But consideration must be given to the Guillain-Barré 
syndrome, or infectious neuronitis, as many American 
neurologists prefer to call the condition. This syndrome 
is a neurological manifestation of various toxic and 
1. Bannwarth, A. Arch. Psychiat. 1941, 113, 284; Ibid, 1943, 

115, 566 ; Ibid, 1948, 180, 531; Arztl. Weschr. 1948, nos. 37-40. 
. Pette, H. Die akut entziindlichen Erkrankungen des Nerven- 

systems. Leipzig, 1942. 

. Brown, J. Rz, Baker, A. B. Amer. J. Med. 1947, 2, 45. 


4. Peters, C. H., Weiderman, A., Blumberg, A., Ricker, W. A. 
Arch. intern. Med. 1947, 80, 366. 
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infective conditions in which diagnosis may be difficult ; 
this is particularly so with some of the neurological 
manifestations of infective mononucleosis.‘ The syn- 
drome has been observed after the administration of 
sulphanilamides and pyrotherapy.® It has also been 
seen after exposure to mustard gas © and various infec- 
tious diseases—infective mononucleosis, diphtheria, infec- 
tive hepatitis,’ Malta fever, enteric fever,’ and mumps.® 
I now exclude all these conditions and anterior polio- 
myelitis before accepting a diagnosis of “ Guillain-Barré 
disease ” or acute infective polyneuritis. 

My experience of this disease in Iraq is not in keeping 
with Dr. Petch’s statement that ‘“‘ complete recovery is 
the rule, but rarely the patient may die.”’ All our physi- 
cians have come to regard the disease as serious; of 15 
cases admitted to various hospitals in Bagdad, 8 are 
known to have died from respiratory symptoms. Dr. 
Petch’s statement holds good, however, for our interpre- 
tation of the ‘‘syndrome’”’; in this group we have not 
yet come across a fatality. 





Royal Hospital, Bagdad, Iraq. J. A. SHABY. 


TORSION OF THE APPENDICES EPIPLOICZ 


Str,—In connexion with the article of Oct. 1 by 
Sir Cecil Wakeley and Mr. Childs, the following case may 
be of interest. 

On the evening of Oct. 21, 1949, a married woman, aged 30, 
was admitted to this hospital with a history that on the 
morning of Oct. 19 she had started to have generalised colicky 
pain across the abdomen, Twenty-four hours later pain 
began also in the right iliac fossa, at first only on movement 
but soon constantly. Nausea was present, but she had not 
vomited. When the pain first began the patient, had diarrhea, 
but since then had passed a normal motion. There had also 
been slight dysuria, and the patient stated that“she was 
subject to occasional nocturnal frequency. Parturition had 
occurred eleven weeks previously, and the menstrual periods 
had not yet restarted ; she had had two children. 

The patient’s temperature was 98-2°F, pulse-rate 80 per 
min., respirations 20 per min. ; blood-pressure 130/90 mm. Hg. 
The tongue was very slightly furred and moist. On abdominal 
examination there was slight guarding of the upper part of the 
right rectus abdominis and well-marked tenderness in the right 
iliac fossa ; a soft mass, thought to be omentum and distended 
cecum, was palpable. On rectal examination no abnormality 
was detected. Acute appenclicitis was diagnosed. 

At operation a McBurney’s incision was made. A little 
free fluid was evident in the peritoneal cavity. On explora- 
tion with the finger an indurated, mobile piece of tissue was 
felt and delivered in the belief that it was the tip of the 
vermiform appendix. However, it was immediately evident 
that the cecum was clothed with very numerous appendices 
epiploice, and the hard object—a black, triangular gangrenous 
mass—was an appendix epiploicus which had become twisted. 
In fact its attachment to the bowel was by then so precarious 
that if left alone it would soon have been loose in the peritoneal 
cavity. On removal of it ligation of its narrow pedicle was 
found to be unnecessary. The normal vermiform appendix was 
also removed. The peritoneum, muscle, and external oblique 
fascia were closed with catgut. The skin was closed with 
‘Nylon’ and clips. The abdomen was not drained. The 
patient made an uninterrupted recovery. 

The usual explanation of torsion of an appendix’ 
epiploica—which tends to occur in obese arteriosclerotic 
subjects—is that as the appendix enlarges by the deposi- 
tion of fat the elastic vein is forced to twist around the 
more rigid artery. This leads to venous congestion at 
the neck of the appendix and a continuation of the 
‘*“ hemodynamic torsion’? described by Payr. In this 

“ase, however, the patient was a young adult, who 
certainly was neither arteriosclerotic nor obese. One is 
5. Garvey, P. H., Jones, N., Warren, 8. L. J. Amer. med. Ass. 


1940, 115, 1955. 
6. Chusid, J., Marguardt, G. H. Arch. Neurol. Psychiat. 1946, 55, 
57 


Die 
7. Zimmerman, H. J., Lowry, C. F. Ann. intern. Med. 1947, 26, 934. 
8. Shaby, J. A. (to be published). 
9. Abboudi, J. S. J. R. Fac. Med. Iraq, 1948, 12, no. 4 and 5. 




















1154 ‘THE LANCET] 


LETTERS TO THE EDITOR 


[pEc. 17, 1949 





tempted to wonder whether the recent parturition 
played any part in the etiology. 

I should like to thank Mr. A. F, Goode for his advice, and 
Mr. J. Rubin for permission to record this case. 


Royal Hampshire County Hospital, DEREK G. JENKINS. 
Winchester. 


NASOPHARYNGEAL FIBROMA 


Sir,—The following case adds one more to the list of 
eases of this condition. 


In April, 1946, I examined a boy, aged 141/,, with obstruc- 
tion of the right nostril. A reddish-looking mass was observed, 
and biopsy showed it be a highly vascular fibroma. At 
fortnightly intervals for two years the tumour was injected 
with different sclerosing fluids—phenol 2%, lithium salicylate, 
‘Ethamolin, snake-venom, and sodium morrhuate. The 
growth neither grew nor retrogressed. 

In July, 1948, he complained of pain over the right antrum, 
which proved to be infected. In addition slight exoph- 
thalmos appeared on the right side. Removal of the growth 
was decided upon, and this was performed through a modified 
lateral nasal rhinotomy. A good view was obtained of the 
growth, which appeared about the size of a tangerine and was 
attached to the sphenoid body with prolongations into the 
ethmoidal labyrinth. Great force was necessary to detach 
the growth from its base and there was considerable hemor- 
rhage during the whole operation, but this subsided on 
removing the main piece of growth. A blood-transfusion 
was begun during the second half of the operation, and in a 
few days the patient had recovered. 

Recent examination shows slight persisting exophthalmos. 
There is no evidence of growth, but the right nasal cavity is 
spacious and crusting. 

Liverpool Eye, Ear, and JOHN MCFARLAND. 
Throat Infirmary. 

JEJUNAL PERFORATION WITH RESPIRATORY 
SYMPTOMS 


Sir,—Ginzburg and Beller! have pointed out the 
difficulties in diagnosing perforation of the intestine by a 
foreign body, due to lack of any leading history, failure to 
demonstrate this type of foreign body with X rays, and 
the wide variety of clinical manifestations. According to 
Carp,” the usual pathological changes are early localised 
peritonitis, indurated inflammatory mass or tumour, 
abscesses, general peritonitis, and hemorrhage. The 
following case does not fall exactly into any of these 
groups. 

A male shop assistant, aged 24, was admitted to this 
hospital, with a tentative diagnosis of perforated gastric ulcer, 
on April 24, 1949. He said that a sudden severe pain had 
started ten hours before admission. The pain was felt in the 
epigastrium and in the left hypochondrium, was accompanied 
by nausea and vomiting, and became progressively worse, 
being especially severe during movement and breathing. The 
patient’s bowels had last moved shortly before the onset of 
pain. The patient had passed urine that day. 

On examination he lay quietly in a semi-prone position. 
His respirations were short and shallow, with brief periods of 
respiratory inhibition. He was slightly cyanosed, and there 
were no visible abdominal movements. The temperature was 
99°F, pulse-rate 120, respirations 48 per min., blood-pressure 
130/70 mm. Hg, and heart normal. Examination of the 
lungs revealed impairment of respiratory movement, especially 
on the left side. On auscultation faint vesicular breathing 
was heard. The tongue was dry but clean. The abdomen 
was normal in contour except in the epigastric zone, where 
it bulged. There were tenderness and rigidity, which spread 
and increased downwards and towards the left hypo- 
chondrium. Board-like rigidity was found in a small area 
two finger-breadths to the left of the umbilicus. Light 
palpation in this area elicited an excruciating pain, The 
patient cried out in agony and disliked being moved. 

Operation.—Under spinal analgesia the abdomen was 
opened through a midline incision. Partial torsion of the 
jejunum, a small amount of fluid in the peritoneal cavity, and 
lymphadenitis were found. The torsion was reduced, and 


1. Ginzburg, L., Beller. A. J. Ann. Surg. 1927, 86, 928. 
2. Carp, L. Ibid, 85, 575. 


further exploration revealed a long foreign body protruding 
from the wall of the jejunum below where the torsion had 
been and moving freely with respiration. The thick end of 
the foreign body was still in the lumen of the bowel and 
occluded the opening in the bowel wall. The sharp pointed 
portion was projecting into the peritoneal cavity and was 
directed upwards and outwards against the parietal peri- 
toneum. The perforation was closed after withdrawal of 
the foreign body through the wall of the bowel, and mesenteric 
glands were removed for biopsy. The foreign body was a 
fish-bone, curved and thickened at one end, measuring 
nearly 5 cm. The patient could not remember having 
swallowed a fish-bone. Biopsy of the mesenteric glands 
showed chronic inflammation. The patient made an 
uneventful recovery. 


This case presents points of unusual interest from the 
clinical point of view and from the findings at operation. 
The question arose whether the symptoms were asso- 
ciated with a supra- or infra-diaphragmatic lesion. Each 
respiration was accompanied by severe pain. During 
the short period of respiratory inhibition the patient was 
free from pain. The slightly cyanotic condition and 
the shallow respiration suggested a supradiaphragmatic 
lesion ; but fullness of the epigastrium, rigidity, tender- 
ness, and the negative result of the physical examination 
of the chest led to laparotomy being performed in search 
ofa perforation of the stomach. The findings at operation 
showed that the shallow breathing and the agonising 
pain during respiration were due to the irritation of the 
parietal peritoneum by the sharp point of the fish-bone 
impinging on it with each respiratory movement and 
change of position. The partial torsion of the jejunum 
was insufficient to explain the clinical symptoms. 
Probably the irritation caused by the fish-bene led to 
excessive intestinal-contraction, which produced torsion 
of the jejunum proximal to the fish-bone, forcing it 
through the wall of the bowel. Peritonitis following 
penetration of the wall of the bowel was probably 
prevented by the thick end of the fish-bone acting as 
a plug. 

I wish to thank Mr. R. J. Rutherford for permission to 
report this case. 


Ashington General Hospital, 


Northumberland. RoMaN REJTHAR. 


FOREIGN BODIES IN THE ABDOMEN 


Sir,—The following case, which was admitted to hos- 
pital under my care a week ago, is of interest in view of 
the article of Sept. 10 by Mr. Travers and subsequent 
correspondence. 

The patient, a man, aged 49, gave a history of sudden 
onset of severe pain in the upper abdomen the previous after- 
noon. He had vomited several times during the night, when 
the pain became less severe and shifted to the right of the 
umbilicus. On admission he did not appear to be very ill, 
and he had only slight pain. He complained of nausea but 
had not vomited for some hours. He had had an appendicec- 
tomy six years previously, and there was a scar of a right 
paramedian incision, through which drainage had obviously 
been effected. He thought his appendix had perforated 
at the time of operation. There was some guarding of the 
right rectus muscle, and tenderness to the right of the 
umbilicus. A provisional diagnosis of subacute obstruction 
in the region of the terminal ileum was made. 

On opening the abdomen, the intestines were covered 
by omentum, and when this was moved to one side some 
turbid fluid escaped. A hand was inserted into the abdominal 
cavity, and a loop of small intestine was grasped between the 
finger and thumb, when a sharp prick was felt in both finger 
and thumb. When drawn from the abdomen, the loop proved 
to be terminal ileum. Two small perforations, one on each 
side of the bowel, were seen, and a foreign body could be 
palpated inside the bowel. A small incision was made, 
and the foreign body withdrawn. The perforations were 
oversewn and the abdomen closed without drainage. His 
convalescence has been uneventful. 


The foreign body proved to be a diamond-shaped piece 
of beef-bone, 1'/, in. long and '/, in. wide at its widest 
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point; the apices of the diamond were needle-sharp. 
Presumably the foreign body had passed along the bowel 
with its long axis in the direction of the bowel but then 
came to lie transversely, and peristaltic movements 
caused the points to perforate the bowel wall. The 
patient said that he had had beef for dinner the day 
before his symptoms began. 


Taunton and Somerset Hospital, 


L. WyNN HovuGuton. 
aunton. 


HYPERSPLENISM WITH ARTHRITIS 

Sir,—Dr. Gauld commences his interesting article of 
Noy. 26 as follows : ‘‘ Hypersplenism was first described 
by Wiseman and Doan (1939, 1942). But the term 
‘‘hypersplenism’’ was certainly in use by Naegeli, 
and perhaps other hematologists on the Continent, 
about 1929. Otherwise I could not have written the 
following in 1929!: 

“In regard to the functional activity of the spleen it 
will probably become more and more convenient to speak 
of hypersplenism and hyposplenism—by analogy with the 
terms hyperthyroidism and hypothyroidism, hyperpituitarism 
and hypopituitarism. It will probably also be found that 
there are various forms of hypersplenism and hyposplenism 
corresponding to involvement of the various functions 
of the spleen (and reticulo-endothelial system), apart from 
the now well-recognised function of the spleen as a blood- 
reservoir (Barcroft, &c.).” 

This explains the idea of there being various “ selective 
hypersplenisms ’’—a subject which has been so well 
worked out by Wiseman and Doan and other modern 
writers and supported by their clinical observations. 
Many observations are, as Dr. Gauld points out, still 
required to throw light on, and confirm, doubtful points. 
London, W.1. F. PARKES WEBER. 


THE FIRST MEDICAL EXAMINATION 


Srr,—As chairman of the biology examiners for the 
first M.B. examination of the University of London, I 
should like to comment on the article by Dr. Johnson 
in your issue of Sept. 17. 

It is curious that Dr. Johnson should think that the 
purpose of the first M.B. examination is to select appro- 
priate students for a medical career. Surely mere selec- 
tion is not the purpose of this or any other examination. 
An examination is a test of a student’s knowledge in a 
particular subject, and it is the examiners’ sole duty to 
see that the student has attained a sufficient standard. 
In the first M.B. examination, this standard is an adequate 
knowledge of chemistry, physics, and biology—the basic 
sciences on which his future medical studies depend. 
The examination gives the student the opportunity to 
show his intelligence, but intelligence without knowledge 
will not let a candidate through any examination ; this 
surely applies equally to later examinations ih a medical 
student’s course. Therefore the selective action of an 
examination is only incidental. 

It is widely believed that the external first M.B. 
examination is competitive, but this belief is completely 
false. Theoretically it is possible for all candidates to 
pass or for all to fail. Unfortunately too high a percentage 
fail to reach the requisite standard. The fault for this 
lies in many instances not in the intelligence of the 
students but in the inadequacy of the training, especially 
in schools. Dr. Johnson would have done well to note 
also the figures of passes among internal students, who 
have studied at the various colleges and medical schools 
of the university. Here the usual pass percentage is in 
the neighbourhood of 60% and is often higher, but these 
students have had the benefit of pursuing a course of 
training under experienced teachers and in laboratories 
with good facilities for practical work. In schools, on 
the other hand, usually only one or two students are 





1. Brit. med. J.1929, i, 766. 
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aiming at a medical career, and they have to be included 
in the same class with other students whose aims are 
different. The school teacher therefore has to devise a 
course which will more or less suit all his students, which 
is often unsatisfactory for all. Furthermore, the facilities 
for practical work are often inadequate and the time 
limited ; for many school-children preparing for first 
M.B. (and Higher Certificate too) are not allowed to 
concentrate on the particular subjects for their examina- 
tion, but also have to continue with other school subjects 
simultaneously. = 

It is not in the least surprising that selection by the 
University College board and “ selection” by the first 
M.B. examination do not agree; the two tests have 
different objects and different standards, and apply 
different methods. One is intended to determine whether 
a student has reached a certain standard of knowledge 
in certain subjects ; the other is an attempt to estimate, 
from a less definite basis and by more intangible 
standards, a student’s intelligence and potentialities. It 
would be unexpected if there was agreement between 
the two results. 

London, W.1. C. C. HENTSCHEL. 


STATUS OF THE PSYCHIATRIC SOCIAL WORKER 


Str,—The liberal attitude which your journal has 
always maintained prompts me to write to you on this 
matter. 

It is of considerable concern to many of us in the 
psychiatric service that the vacancies for psychiatric 
‘social workers are so many and the candidates so few. 
It is of even more concern that the salary-scales for these 
extremely arduous posts are quite inadequate. The 
Association of Psychiatric Social Workers has, to its 
great credit, refused to lower the standard GWenianded of 
all entrants, and to those of us who work with these 
valuable colleagues that is a matter for congratulation 
and due thankfulness. But, Sir, I submit that these 
officers are seriously underpaid ; and that the periods 
of leave granted to them annually are inadequate for 
anyone who pursues such an arduous and exacting 
profession. I suspect that these matters have been the 
subject of inquiry, and it would be interesting to know 
the fate of the results of any such inquiry, and any 
recommendations made by the appropriate committee. 

I feel sure, Sir, that any suggestion that the status of 
the psychiatric social worker shall be raised by increase 
in salary-scale would be supported by my fellow 
psychiatrists. 

Taunton. R. Sessions HODGE. 

TRANSIENT SPIROCHATAMIA AND 
SPIRILLZMIA AFTER DENTAL EXTRACTIONS 

Str,—In their very interesting article of Oct. 1, 
Dr. McEntegart and Dr. Porterfield contribute to the 
knowledge of transient invasion of the blood-stream by 
bacteria from the mouth as a result of dental extraction. 
Several workers have investigated the pronlem of 
bacteremia following removal of teeth, but we have so 
far not been able to find any work on transient spiro- 
chetemia, spirillemia, or viremia following such 
operations. 

Clinical evidence speaks strongly in favour of such a 
possibility. We have observed several cases of acute 
spirochxtal (non-syphilitic) or spirillar cystitis following 
the extraction of decayed or damaged teeth.! We have 
seen others where the bladder disease was found to be 
of this nature, dental foci were sought, and diseased 
teeth removed with precautions in order to search for 
spirochetes in the apical focus and around the roots ; 
1. Coutts, W. E., Vargas-Zalazar, R. Brit. med. J. 


1946, ii, 982. 
Coutts, W. E. Rev. Soc. chile. Urol. 1947, 10, 175 
W.E 


75. Coutts, 


E. Brit. J. ven. Dis. 1948, 24, 109. 
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and in these cases we have invariably found, on dark- 
ground examination, that organisms resembling Spirocheta 
dentium were present—a finding noted in certain dental 
diseases by Cavalié and Manidoul,? Kritchewski and 
Séguin,’ and Gins 4 among others. Probably many more 
cases escape diagnosis because we do not usually ask our 
patients if they have recently been having, or are having, 
dental treatment. In some instances we have discovered 
transient urinary excretion of spirochetes in catheter 
specimens from both bladder and ureter, in symptom- 
free patients after removal at one session of several 
diseased teeth. 

All these facts can, in my opinion, only be attributed 
to transient spirochztzemia or spirillemia. Who knows 
that further investigation might not help us to explain 
many of the symptoms attributed to focal infections of 
dental origin ? 


Santiago, Chile. W. E. Courts. 
DEOXYCORTONE ACETATE AND ASCORBIC ACID 
IN RHEUMATOID ARTHRITIS 

Sir,—Since the preliminary report by Lewin and 
Wassén published on Nov. 26, I have treated 10 
established cases of rheumatoid arthritis; 6 have had 
two injections of deoxycortone acetate and ascorbic 
acid at weekly intervals, while the other 4 have had only 
one. Six further cases of rheumatic disease, not classified 
as rheumatoid arthritis, also received the same treatment. 

At this stage I should not have felt justified in making 
a report, but my experience is so vastly different from 
that recorded by Dr. Kellgren last week that I feel 
impelled to communicate the results so that physicians 
interested in this form of therapy should not be too 
greatly discouraged by his report. In no single case of 
rheumatoid arthritis has there been no response whatever 
to the treatment ; and in some of the cases the response 
has been almost as startling as those noted in the 
reports on ‘ Cortisone’ and adrenocorticotropic hormone. 
Patients who were able only to walk with crutches 
succeeded in walking unaided within a few minutes of 
the treatment. The degree and length of improvement 
varied in different patients. Most patients agree that 
the immediate improvement was not maintained at the 
same level after the first 24-48 hours, but all except one 
assert that they were much better for the rest of the 
week than they had been for considerable periods of time, 
ranging from three months to two years. 

In those patients who received two injections, the 
immediate response to treatment with the second 
injection was just as remarkable as with the first, except 
for the one case mentioned above. The six non-rheuma- 
toid-arthritis cases showed little or no improvement and 
two were worse. 

It seems at first sight incredible that the same materials 
used on the same kind of disease in two places not more 
than two hundred miles apart should provide such 
contrasting results. Perhaps the answer may lie in the 
circumstances surrounding the patients undergoing 
treatment. Dr. Kellgren had his patients in hospital, 
where presumably they were rested and treated under 
optimal conditions and were, as he suggests, in a stable 
condition—i.e., one may assume that they had the 
minimum of pain with the maximum of movement that 
their condition allowed. In my cases the patients were 
ambulatory in varying degrees, with or without crutches, 
and unable to take proper rest, or indeed to have any 
form of treatment beyond that which I had been giving 
them up to the date of these new injections. Their 
improvement therefore might be interpreted as a physio- 
logical response to the hormone used, whereas the 
condition of Kellgren’s cases had already reached this 





2. Cavalié, M., Mandoul, G. C.R. Soc. Biol., Paris, ey 85, 1068. 
3. Kritchweski, os Séguin, P. Rev. Stomatol. 19 23, 
4. Gins, H. A. Dtsch. Militdrdretl. Z. 1942, 7, 553. 


physiological stability and could not gain—and might 
indeed be made worse—by the introduction of the 
hormone. 

The problem of rheumatic disease is far too complex 
to discuss in a letter, but I think it is reasonably obvious 
to physicians studying arthritis that the endocrine 
element is only one factor in the problem. In rheumatoid 
arthritis it is undoubtedly the dominant factor, but the 
improvement obtained with this form of treatment 
must of necessity be limited in its degree. Whilst 
diligently studying the effects of treatment in these 
sases, we must not lose sight of the fact that permanent 
or complete cure cannot be expected by hormone treat- 
ment alone ; and, if used injudiciously, it may aggravate 
rather than cure the condition. 

Might I suggest to Dr. Kellgren that he should repeat 
his experiments on some of his outpatients living under 
much less favourable conditions than the Manchester 
Royal Infirmary offers, before finally deciding against 
the efficacy of this treatment ? 

A further point which may be remarked upon is that 
the remedy can hardly be classed as expensive, since the 
retail price of one combined injection is rather less than 
7s. 6d.; and no doubt this could be greatly reduced, 
particularly where, as seems probable both from the 
Lewin and Wassén report and tiny own very slight 
experience, smaller doses achieve the same result. 

I should not like to close this letter without recording 
the great pleasure—albeit with some mental reserve— 
experienced by myself and some of my colleagues who 
witnessed the astonishment and joy on the faces of the 
patients who were able to perform acts of locomotion 
of which they were previously incapable. 

London, W.1. WILLIAM W. Fox. 


INTRAVENOUS CANNULA 


Sir,—The ingenious cannula-needle described by 
Dr. Ellis (Oct. 15) invites comment. A very large 
number of needles have been invented for intravenous 
therapy and for each a number of advantages have been 
enumerated. 

The insertion of.a needle into the vein is an operation 
of precision, and no invention has so far been able 

to dispense with the 

CT facilitated one not 

naturally adept. In 

my opinion the best cannula is the simple needle, 

no. 20 8.w.G., fitted to a standard mount, shown in the 
accompanying figure. 

But to obtain satisfactory results attention must be 
directed to the finer details in technique : 

1. The recipient vein must not be button-holed.—The cubital 
veins are only used in exceptional circumstances ; the forearm 
veins are nearly always accessible. Much greater control is 
possible with a syringe attached to the needle. Injury to the 
vein by a sudden thrust is avoided by first inserting the needle 
along the side of the vein ; the needle is withdrawn partially 
and the point then “ felt’ through the vein wall. 

2. The needle must lie in the vein correctly.—After its tip 
has entered the lumen of the vein, and whilst the veins are 
kept distended with the manometer, the needle is advanced 
gently and as far as possible. 

3. The needle must be fixed in position.—Adhesive strapping 
in direct contact with the needle, without interposed gauze, 
fixes the needle so that no movement of its point within the 
vein is possible. Added security may be obtained by using a 
splint. The operator himself must make himself responsible 


for fixing the needle, since he alone knows the direction of 
the vein and the position of the needle tip. 


Such technique renders the Ellis cannula-needle and 
all other similar inventions unnecessary. The transfusion 
can be set up in a few minutes, and as a rule will continue 
to run just so long as precautions are taken to ensure 
that the drip is indeed continuous and not intermittent. 

London, E.11. E. 8S. R. Hueues. 
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CEREBRAL PALSY 

Sir,—I was very interested to read the article by 
Dr. Agassiz, Dr. O’Donnell, and Mrs. Collis in your 
issue of Dee. 3. I do not feel, however, that the differentia- 
tion of cerebral palsy from mental retardation can be 
made on several of the features which they suggest : 
in fact the differentiation can be one of extreme difficulty. 

A mentally retarded infant is retarded in all fields 
of development. It is therefore retarded in social 
behaviour, and it is incorrect to say that a retarded 
infant smiles early. He is retarded in all forms of motor 
development, and therefore shows many of the features 
which the writers describe as characteristic, or at least 
suggestive, of cerebral palsy. He is likely to be late in 
losing the reflexes and involuntary movements of early 
infaney—the reflex crawling, walking, and swimming 
movements, the Moro, tonic-neck, and grasp: reflexes, 
and the reciprocal kick. He is late in developing head 
control, in straightening his back in the sitting position, 
in learning to sit, stand, pull himself to the standing 
position, roll, crawl, creep, and so on. He is late in 
manipulative behaviour and so in holding objects placed 
in his hand, and later in going for objects and grasping 
them voluntarily, and later still in finer manipulation, 
such as finger-thumb apposition. Since he is late in 
following with his eyes and turning his head to the 
source of sound, he is commonly thought to be blind 
or deaf. He is liable to have feeding difficulties, such as 
lack of interest in food, or marked slowness in suckling. 
Neither is dribbling a reliable guide. In the first place 
a normal infant slobbers until somewhere between a 
year and eighteen months. In the second place, a 
retarded infant may be just as late as a case of cerebral 
palsy in the inhibition of dribbling. It is true that a 
baby with cerebral palsy will be late in approximating 
his lips tightly to his mother’s or bottle’s teat, so that 
milk escapes during suckling, but so will the retarded 
child. None of those features, therefore, distinguish 
a retarded child from the child with cerebral palsy. 

In a minor degree of cerebral palsy, such as a mono- 
plegia, as I think the writers imply, there may be none 
of these features, the only abnormality noted being 
stiffness of one limb during dressing or bathing, or 
abnormality of the pattern of movement in that limb 
when the child is kicking his legs and waving his arms 
about in the wakeful state, or when he is going for an 
object. In other cases, in which the spasticity affects 
almost solely the lower limbs, there is very little or no 
retardation in manipulative or social behaviour— 
this immediately distinguishing the mentally retarded 
child who is late in all fields of behaviour. 

It is only in the severe case that the differentiation 
is really difficult, because, as the writers say, the child 
with severe cerebral palsy is retarded in almost all 
fields of development. It may still be possible, however, 
to distinguish the two by the social responsiveness of the 
cerebral palsy (bearing in mind the mechanical difficulty 
of smiling and vocalisation), the perseverance and 
concentration on a task, such as picking an object up, 
the eagerness and determination to reach it, and the 
obvious satisfaction when it is placed in his hands. 
One has to judge the child more by his intention than 
by his achievement of the act. A normal child is able 
to grasp an object a relatively short time (6-8 weeks) 
after he has first shown his desire to reach it (after he 
has ‘‘ grasped it with his eyes,” as Gesell says). A 
retarded child is late in showing interest in reaching 
for objects, displays very little concentration and 
perseverance, and is late in achieving the act. A child 
with cerebral palsy may show interest early, but many 
weeks may go by before he grasps an object. A careful 
observer can detect this intention and desire to grasp 
long before the child can achieve the act. 
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One important early sign of cerebral palsy is the 
intensity of the grasp seen in the flexion of hands and 
toes. The hand may be so tightly clenched that the 
finger-nails make the palm of the hand bleed. In a 
normal baby the hands lie open or only loosely closed 
by the age of 12 weeks: in a case of cerebral palsy 
affecting the hands they lie clenched long after that. 
Another and vitally important sign is the abnormal 
pattern of movement, not necessarily athetotic. This 
may be noticed when the child is kicking his legs and 
waving his arms, but Tt is much more likely to be noticed 
when the child is grasping an object: the slow opening 
of the hand, and the approach to the object with dorsi- 
flexed wrist and extended fingers, is characteristic, and 
recognised early by one conversant with the normal. 
The retarded child does not show this abnormal pattern. 

Other signs of cerebral palsy, such as adductor spasm 
in the thigh muscles, resistance in supination of forearms, 
and resistance to dorsiflexion of feet with extended knees, 
are naturally looked for. 

I would like to add that by far the best articles which 
I know on the subject of the early diagnosis of both 
mental defect and cerebral palsy are in Gesell and 
Amatruda’s Developmental Diagnosis (London, 1947). 


Department of Child Health, R. 8. ILLINGWORTH. 
University of Sheffield. 


CURARE AND PRECIPITATE LABOUR 

Str,—With regard to Dr. Nosworthy’s letter of 
Nov. 26, -my clinical impression—confirmed by an 
obstetric colleague—is that the increase in the tone of the 
pregnant uterus is much greater when curare and cyclo- 
propane are used tégether than when cyclopropane is 
used alone. In some cases of cesarean Section where 
curare has been used, the increase in uterime “tone has 
been so marked as to cause temporary embarrassment 
to the surgeon, and in consequence some surgeons have 
abandoned the routine injection of ‘ Pituitrin’ into the 
uterus in these cases.' That cyclopropane alone can 
increase uterine tone there is little doubt, but it would 
appear that in this respect curare is the chief offender. 
In view, however, of Mr. Mills’s contention (Dec. 10) 
that curare by itself does not produce strong contractions 
of the pregnant uterine muscle, it would be interesting 
to have the views of other anesthetists and obstetricians. 

Scunthorpe, Lincs. W. N. Rowiason. 


B.C.G. VACCINATION 


Sir,—It was with pleasure that I read the letter from 
Mr. Francis in your issue of Dec. 10 (p. 1105), for it 
seems that while we differ in what is relatively inessential 
we are wholly in agreement on the essential. He confirms 
my view that in the particular study of B.c.G. vaccination 
that I criticised there were, in fact, differences between 
the vaccinated and control groups. He believes that 
these differences are unimportant ; I, naturally enough, 
need statistical evidence to satisfy me—a full statistical 
analysis is the essence of a satisfactory trial. But 
that difference of opinion over one item from the past 
is unimportant in comparison with the question of the 
future. Mr. Francis, after obviously wide reading and 
thought, has reached a conclusion with which I am 
wholly in agreement. I share his doubts whether 
‘one is justified in carrying out a controlled trial on 
children or adolescents specially exposed to infection,”’ 
I share his conviction that ‘‘ an extensive controlled 
trial of B.c.G. should be carried out on a section of the 
general population—i.e., those persons not known to be 
exposed to special risk.”” I believe we have the necessary 
skill and experience to carry out such a trial in this 
country and I hope we may seize the opportunity before 
it is too late. 


London School of Hygiene 
and Tropical Medicine. 


A. BrapFrorD Hm. 
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Medicine and the Law 


An Unusual Case of Shoplifting 


On Dec. 2, a 24-year-old woman, who admitted 
having stolen goods to the value of £4 15s. from three 
London stores, was fined £10 with 5 guineas costs at 
Great Marlborough Street police-court. On the day 
in question she had, according to her story, taken 
some 20-25 mg. of amphetamine sulphate, and a medical 
witness testified : ‘‘ In my opinion, if this girl took the 
number of tablets she claims to have taken, they would 
induce hilarity and irresponsibility ; and she certainly 
would not realise the effect of what she was doing.” 
Imposing the fine, the magistrate observed: ‘‘ 1 would 
not accept that from you or anybody else. I can see 
absolutely no connexion between the tablets and a girl 
going from store to store plundering shopkeepers.” 

The accused woman, who was reported to be of 
excellent character, had consulted her doctor on Nov. 21 
because of varicose veins; and, since she was over- 
weight, he prescribed 5 mg. amphetamine sulphate 
(‘ Benzedrine’) three times daily with the object of 
reducing her appetite. On Nov. 22 and 23 she took 
the prescribed doses, and she was said to have behaved 
excitably and to have remarked that the medicine made 
her feel “ very, very happy.” On Nov. 24, she apparently 
took a 5 mg. tablet on rising, 2 further tablets at 10.30 a.m., 
and either 1 or 2 more (she could not remember which) 
at 12 Noon; for breakfast she had one slice of toast, 
and she ate no lunch. In: the early afternoon she 
remarked that she felt as if she were “* floating on air.” 
At 4.45 p.m. she was arrested by a woman detective 
officer, who said that the woman behaved in a very 
extraordinary way which was compatible with her being 
under the influence of some drug. On being told that 
she would be arrested, she laughed heartily and remarked : 
‘Yes, | took them; but it’s all a game. It’s such 
fun.” 

War-time tests of the analeptics, amphetamine! 
and methedrine,? showed that a dose of 15 mg. some- 
times evokes irresponsible and irrational behaviour, 
with euphoria, confusion, and excitement. The reaction, 
which varies between one person and another and in the 
same person from one occasion to another, is unpredict- 
able from the individual’s normal personality. 


Parliament 


Charge for Prescriptions 


WHEN the House of Commons on Dec. 9 accepted the 
Lords’ amendments to the National Health Service 
(Amendment) Bill,’ discussion centred on the new clause 
empowering regulations to be made for charging for 
pharmaceutical prescriptions. The clause, as Mr. ARTHUR 
BLENKINSOP, parliamentary secretary to the Ministry 
of Health, pointed out, is drafted widely because the 
exact nature of the arrangements have not yet been 
settled. Discussions are still proceeding, but Mr. 
Blenkinsop repeated the assurance that old-age pensioners 
and ex-Service war pensioners would be relieved of the 
charge. 

Mr. WALTER ELLIo7 said that the Opposition did not 
propose to divide against the amendment, but he asked 
some cogent questions: when would the regulations 
be laid before Parliament; would the charge be based 
on each prescription or on each prescription form ; 
would a flat rate or a graded rate be charged ? 

Dr. SANTO JEGER feared that the charge would deter 
the wrong people from going to the doctor, but he added 
that he might not be so opposed to the step as a general 
principle if there were adequate exceptions. The 

1. Davis, D. R. Brit. med. Bull. 1947, 5 


» 43. 
2. Cuthbertson, D. P., Knox, J. A. C. J. Physiol. 1947, 106, 42. 
3. Lancet, Nov. 19, p. 968. 
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Minister had lately spoken of ‘‘ a cascade of medicines 
being poured down people’s throats.’”’ But medicines 
were often given as a mental poultice, and one speech- 
even though delivered with the eloquence of Mr. Bevan 
would not alter the mental make-up of the world. Mr. H.N. 
LINSTEAD, secretary of the Pharmaceutical Society, 
did not condemn a ‘‘ pay as you use” proposal out of 
hand, but he did not see why it should be restricted to the 
pharmaceutical service. He contended that Parliament 
should not be asked to go too far in approving the scheme 
until they knew the details. He also complained 
that the chemists had not yet been brought into the 
discussions. 

Mr. SOMERVILLE HASTINGS wanted to know whether 
the great Socialist principle of ‘‘ each according to his 
need ’’ was to be replaced by ‘‘ each according to a 
shilling.’ He doubted whether neurotic people who 
go to the doctor more often than they need would be 
deterred by a shilling from the enjoyment of bad health 
which was perhaps the chief interest of their lives. 
It was more likely that the change would deter the poor 
mother with young children. Again, the doctor, to 
save the pocket of a poor patient, might order a month’s 
supply of medicine instead of a fortnight’s. Might not 
this result in more medicine being ordered rather than 
less ? 

Mr. ANEURIN BeEvAN admitted that he did not yet 
know all the answers as to how he would use these 
new powers. Before a practical scheme was worked out 
there would have to be discussions with chemists and 
doctors. The charge itself created no administrative 
difficulties, but the exemptions did. Economy, he con- 
tinued, was not achieved by transferring a charge from 
the State to the individual; a proper economy was a 
more efficient way of giving service. This charge was 
not proposed only in consequence of a demand for 
economy ;. otherwise why should the charge be made 
in respect of the pharmaceutical service alone ? Experi- 
ence had shown that it was in this part of the service, 
in which the general practitioner was most involved, 
that the greatest load had fallen. Abuse had arisen not 
only on bottled medicine, but on aspirins and bandages, 
which the patient could often buy for less than a shilling 
without making a second call on his doctor. This 
proposal would have met with far greater indignation 
if there had not been an awareness of abuses. He did 
not suggest that this should be a permanent feature 
of the health service, and it was only put forward as a 
temporary easement. The estimate of a saving of 
£10 million was based on the assumption that there would 
be no exemptions, and the saving would now be reduced 
to the extent of the exemptions. 

The regulations would require the negative-resolution 
procedure, but Mr. Bevan promised that he would 
arrange the dates so that before the regulations were in 
operation the House would have an opportunity to 
annul them. There had been already some evidence, 
as a consequence of the publicity given to this aspect 
of the service, of a reduction in the burden on the general 
practitioner. Mr. Bevan was convinced that as the 
service developed there would be a growing sense of 
responsibility, and disciplines of this sort would not be 
necessary. Mr. HaAsTINGs interposed to ask whether 
this reduction in the abuses might not make it unnecessary 
to introduce these regulations. Mr. BEVAN replied that 
he was considering the possibility, for he was not anxious 
to burden himself with a complicated administrative 
machine if he could achieve the results by other means. 
The motion to agree with the Lords’ amendment was 
carried by 138 votes to 9. 


Adoption of Children 


On Dec. 5 the House of Commons considered the 
Lords’ amendments to this private member’s bill which 
Mr. Basil Nield introduced earlier this year.‘ It is often 
desirable to conceal from a natural parent the identity 
of the prospective adopter, and Mr. K. G. YOUNGER, 
under-secretary of State for the Home Department, 
explained that the Bill had tried to meet this difficulty 
by introducing a form of general consent for adoption. 
The Lords had rejected this proposal on the ground 
that it was not right to encourage parents to so neglect 





4. See Lancet, 1949, i, 419. 
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their responsibility as simply to hand over a child to 
anybody who might care to adopt it. But they agreed 
that the actual identity of the adopter need not be 
disclosed in all cases. At the third reading of the Bill 
many members of the House of Commons had expressed 
the view that there should be greater protection for 
prospective adopters, but their Lordships were unable 
to accept any proposal that consent to an adoption 
should ever become irrevocable before the hearing for 
the final order. Though the House of Common#rejected 
the Lords’ amendments on these two points, they 
substituted a new amendment which Mr. Younger 
described as a reasonable compromise. The provision 
about concealing the identity of the prospective adopter 
was altered, and detailed procedure to this end would, 
Mr. Younger promised, be provided in Rules. <A further 
subsection provides that once a prospective adopter 


has made formal application to adopt the child—and he | 


can now do this as early as he likes in the probationary 
period—a parent who has given consent to the making 
of an adoption order is not entitled to remove the child 
from the care of the applicant except with the leave of 
the court. In considering whether to grant such leave 
the court is directed to have regard to the welfare of 
the infant. This provision, Mr. Younger held, should 
protect the adopter from the “‘ irresponsible snatch-back ”’ 
of the child. 
QUESTION TIME 
Agenised Flour 


Sir Ernest GRAHAM-LITTLE asked the Minister of Food 
in what proportion of cases the national flour supplied for 
national bread was bleached by the gas known as ‘ Agene’ ; 
whether he was aware of the danger of poisonous effects 


arising from this gas and that its use had now been forbidden, 


in the United States of America ; and if he would take similar 
action in the provision of our national bread.—Mr. JoHN 
SrrRacHEY replied: In the year 1948, 95:5% of national 
flour was treated with agene. As to the second and third 
parts of the question, I hope to be able to make a statement 
soon on the findings of the scientific committee under the 
chairmanship of Sir Wilson Jameson which has been review- 
ing the whole question of this and other flour improvers. 
But I should point out that even in the United States, under 
the most rigorous tests, agenised flour has not been found 
to have any harmful effect upon human beings. 


Maintenance Costs in Glasgow Hospitals 


Mr. JAMES CARMICHAEL asked the Secretary of State for 
Scotland the average weekly maintenance cost per patient 
in the Glasgow Infirmaries, Royal, Western, and Victoria, 
and in the hospitals, Stobhill, Eastern, and Southern General, 
during the years 1947 and 1949, and if he would make a 
statement on those cases where there had been increases.— 
Mr. ArTHUR WoopsuRN replied: I should make it clear 
that the figures in the appended statement are not on a 
comparable basis. For example, the 1949 figures include 
the gross cost of nurses’ salaries and board and lodging, 
whereas in 1947 the figures available only include the net cost. 
There has also been a very substantial increase attributable 
mainly to increases in wages and in the salaries of nurses 
and other staff and including superannuation charges—which 
amount to nearly two-thirds of hospital expenditure—and 
to increased costs for fuel and light, drugs, and food. 


Average weekly main- 


Hospital tenance cost per patient 

1947 1949 
gS: «a. 4. és. -, 
Western Infirmary, Glasgow , ay SO ee is. 4. 23 
Royal Infirmary, Glasgow a “s 47.47 —6 | ows 
Victoria Infirmary, Glasgow wt % 9.13.1 11 O 6 
Stobhill Hospital, Glasgow a soi 4 16 10 yr 4a 
Eastern District Hospital, Glasgow as 419 9 s/s. 6 
Southern General Hospital, Glasgow .. 4 64 516 8 


The figures for 1947 are approximate figures calculated from the 
accounts of three voluntary hospitals and Glasgow corporation 
simply by relating total cost to the number of patient-days. The 
figures for 1949 are for the first six months of the present financial 
year (April 1 to Sept. 30), and are calculated by a formula which, 
to facilitate comparisons, seeks to eliminate the effect of variations 
in the proportion of unoccupied beds. 


The figures for 1949 include not only the cost of board and lodging 
provided for resident staff, but also the gross salaries of nurses, out 
of whieh cash payments in respect of board and lodging are sub- 
sequently received. The 1947 figures include only the net cost of 


salaries and board and lodging. The 1949 figures of cost are thus 
inflated by amounts which may be as much as £1 per week. 
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National Health Service Prescriptions 


Mr. Puitre Prratin asked whether it was the intention 
of the Minister of Health to levy charges for prescriptions 
supplied in hospitals, including those supplied in casualty 
wards.—Mr. ARTHUR BLENKINSOP replied: No. 

Mr. Prratin asked whether the Minister would publish 
evidence in his possession disclosing unnecessary resorting to 
doctors and chemists.—Mr. BLENKINSOP : No. 





‘Obituary 
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JOHN ORR 
M.D. EDIN., F.R.C.P.E. 


Dr. John Orr died in Edinburgh on Novy. 28 at the 
age of 78. ; 

From George Watson’s College he went to Edinburgh 
University where he graduated M.B. with honours in 
1891. In 1894 he gained the M.R.c.P.E. and he was elected 
a fellow two years later. In the same year he took his 
M.D. After completing house-appointments at the 
Edinburgh Royal Infirmary he entered general practice 
in the south side of the city. He was quickly appreciated 
as a family doctor, but despite the increasing demands of 
his practice he found time to take an active part as a 
teacher in the School of Medicine of the Edinburgh 
Royal Colleges. As lecturer in materia medica he was 
an able and popular teacher, and his knowledge of the 
use of drugs in practice enabled him to present his 
subject in a practical and interesting manner. In 1925 
he was elected dean of the Extra-Mural School, a position 
he held for 21 years. 

His interest in medical education led him to give up 
general practice over 20 years ago, and between 1930 and 
1933 he visited medical schools in Canada, the United 
States, and Indiav» For many years he represented the 
Royal College of Physicians of Edinburgh en the board 
of managers of the Royal Infirmary, where his sound 
judgment, organising ability, and constaht @nthusiasm 
were of great value. Particularly interested in the radio- 
logical department as organiser, he watched its develop- 
ment into one of the foremost radiodiagnostic and 
radiotherapeutic mstitutions in the country. 

A colleague writes : ‘‘ John Orr was the most approach- 
able of men and he was always willing to help students 
in difficulty, especially those from abroad. Destitute 
practitioners and refugee students from Europe, in the 
days before the war, received much kindly advice and 
a warm welcome to his hospitable home. But it was 
not only in medical work that John Orr found outlet for 
his unbounded energy. An active churchman, he was 
senior elder in Grange Parish Church. He was twice 
president of the Watsonian Club and in 1942 he was 
president of the Scottish Bowling Club. His love of 
music found practical expression in his services to the 
Edinburgh Concert Society where for many years he 
was chairman of the directors. As a tribute to his 
memory, on Dec. 9 the Scottish Orchestra played Varia- 
tion No. 9, ‘‘ Nimrod,” from Elgar’s Enigma Variations. 
So Edinburgh took farewell of one of her best known and 
respected citizens, and old students scattered all over 
the world will remember with affection a beloved teacher 
and good counsellor.” 

Dr. Orr is survived by his wife, a son, and two 
daughters. 

LESLIE ALFRED HUMPHREY 
M.A., M.B. CAMB., M.R.C.P. 


Dr. Leslie Humphrey, who died in University College 
Hospital on Dec. 1 at the age of 32, was educated at 
Winchester College and Trinity College, Cambridge, 
where he took his degree in natural sciences in 1938. 
After qualifying from University College Hospital in 
1944 he held house-appointments at the West Middlesex 
County Hospital and then trained as a pathologist at 
Ashford Hospital, Middlesex. In the R.A.M.C., with 
the rank of major, he was in charge of the command 
laboratory at the Queen Alexandra Military Hospital, 
Millbank. In 1946 he took the M.R.c.P. and the following 
year his M.B. 

A friend writes :‘‘ His engaging personality and his 
wide interests and activities made him a charming 
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companion, oni ‘hate ‘es atecelieasl will be a die 

example to those who knew him. He possessed a wisdom 

beyond his years, which gave him a sympathetic under- 

standing of his colleagues and patients. During his long 

illness, which he bore with characteristic courage, he 

maintained his interest in the activities of his friends.” 
He leaves a widow and two young children. 


Mr. WILLIAM ANDERSON 


William Anderson approached everyone and every- 
thing with an air of confidence and purpose. His patients 
and assistants could not fail to respond and his work was 
a pleasure, therefore, to himself and all who were con- 
cerned withit. Among his many qualities, one that stood 
out was his capacity to be on natural terms with anyone 
in the shortest time. I remember, for example, how he 
raised shouts of joy from a student audience by telling 
them: ‘ I had to sit anatomy three times, and I expect 
it was good for me.’ The statement was correct, but 
not in the way his audience understood it ; for his second 
and third sittings were undertaken to acquire the F.R.C.s., 
first of Edinburgh and later of London. 

He knew everything about how his patients lived and 
thought. He spoke naturally and quietly in their own 
dialect about their own affairs to excited folk from the 
country and took away the strangeness they felt on 
finding themselves in town and in hospital. I know of 
his giving up an hour to reassure one patient the night 
before her operation although he was then in great 
demand and desperately busy. He was a good disciple 
of Hippocrates—the patient, always the patient, came 
first. e could be ‘‘richt damned cross” about any- 
thing he regarded as professional failure or neglect if it 
injured the patient. But his reproaches were not made 
in bitterness and he quickly forgave mistakes, especially 
if they were admitted and above all if they arose from 
a willingness to accept responsibility. 

He had the qualities that may be regarded as character- 
istic of the best type of Aberdonian: he was hard- 
headed and soft-hearted. As consulting surgeon to 
Scottish Command in the late war he proved himself 
an expert at reducing tangled situations to their essentials 
and abating the follies of war-time life with outspoken 
blasts of good sense, warmly and often humorously 
expressed. Throughout his life he did a great deal of 
good quietly, and his surgical interests ranged widely. 
** At one time I was even the honorary surgeon to the 
pigs at the Rowett Institute,’”’ he liked to remind his 
colleagues. Wherever he worked he made friends; 
wherever he was known the news of his sudden death 
was received with deep sadness. He showed no outward 
signs of the strenuous life he had lived and there was every 
reason to suppose that he still had much to give and much 
to enjoy. It is our loss and grief that this expectation 
has been so abruptly proved wrong. J. W. BL 

It came as a great shock to many of his friends in 
the South to hear of the death of William Anderson, 
and more particularly to those of us in the Society of 
Thoracic Surgeons who had met him a few weeks ago 
in Sheffield. Anderson was one of the founder members 
of the society and he had always been present at our 
meetings at home and abroad. He had been a member 
of the committee from the beginning and in due course 
was elected president, but he only held office for a year, 
forgoing a further period so as not to stand in the way 
of younger men, an attitude that was characteristic. 
His views, whether on surgery or policy, were honest, 
sober, and forthright ; in consequence his opinion carried 
great weight. It was always a joy to have him with 
us on our visits to the various clinics, more particularly 
when we went abroad where his cheerful conversation 
lighfened many a long train journey and brightened 
our evenings. Willie Anderson was better known to us 
in the South than many of his colleagues north of the 
border, and he will be greatly missed in our surgical 
circles by his many friends. J.B. i. 


Many members of the profession will have heard with 
regret of the death of Mr. A. Lister HARRISON, who was 
a member of the board of the Metropolitan Hospital and 
of Tuer Lancet Commission on Nursing (1932). A nephew 
of Lord Lister, he was 78 years of age. 


OBITUARY—APPOINTMENTS [DE cme baud 


Public Health 


Undiagnosed Epidemic in Italy 


A PECULIAR epidemic infection is reported by 
Stefanutti + from the vicinity of Foggia in Italy. The 
onset is sudden, without any prodromal symptoms, 
and the jllness lasts from two weeks to thirty days. The 

patient, who is always a male, is usually not ill enough 
bo take to his bed, although feverish. The fever is 
slight in the first week but higher in the second and third 
weeks, when the temperature reaches 101—-102°F 
in the evening, though it is normal in the morning. 
It falls by lysis. When the fever is at its highest there 
are night sweats. The onset is characterised by catarrhal 
conjunctivitis, which last a fortnight, slight sore throat, 
dry cough, anorexia, obstinate constipation, and fre- 
quency of micturition, with a burning sensation in the 
posterior urethra. There was intense frontonuchal 
headache. In at least two cases orchitis developed, 
both testes being affected, not simultaneously but with 
an interval of a few days. The testes were swollen 
‘*to the size of an orange’’ but were painless. The 
scrotum and ‘spermatic cords appeared normal, no 
swollen glands were found, and nothing abnormal 
was found in the urine. Tests for syphilis, enteric 
fever, and Malta fever gave negative results. At the 
time of the orchitis the blood showed slight normo- 
chromic anzmia, a white-cell count of about 10,000 per 
c.mm. (neutrophilia 60-65%), and slight eosinophilia 
(4-6 %). 


Poliomyelitis 


During the week ended Dec. 3 notifications in England 
and Wales were: poliomyelitis 141 (176), polioencepha- 
litis 15 (17). Figures for the previous week are shown 
in parentheses. Multiple cases (poliomyelitis and polio- 
encephalitis together) were reported from the following 
counties : 

London 16 (24), Berks 3 (3), Buckingham 2 (5), Chester 2 
(6), Essex 7 (16), Gloucester 7 (8), Hertford 2 (6), Kent 10 
(14), Lancaster 14 (10), Leicester 3 (7), Middlesex 15 (11), 
Norfolk 4 (12), Nottingham 6 (5), Oxford 2 (1), Southampton 
5 (4), Stafford 5 (3), Surrey 6 (6), Sussex, East 4 (3), Warwick 
6 (7), Yorks, West Riding 19 (17), Glamorgan 6 (5). 


Appointments 





Barron, J. N,, S.E.: director, plastic and jaw- 
injury unit, Saodk Hospital, Salisbury. 

CHARLTON, E. H., M.p. Durh., D.P.M.: consultant psychiatrist 
= iiepaty medical superintendent, Graylingwell Hospital, 
Chichester 

CRAWSHAW, D. G., M.B. Manc., D.C.H., D.P.H. : M.O.H., Peterborough. 

DONALDSON, R. PE M.B. Belf., D.P.H. : deputy M.O.H. and deputy 
school M.O., Northampton. 

DRAPER, R. W., M.B. Edin. : surgical officer (B1), Edenhall Hospital, 
Musselburgh. 

HINDE, R. T., F.R.C.S.: asst. ear, nose, and throat surgeon, Exeter 
clinical area. 

HUMPHREYS, MAIR, M.B. Lpool: asst. county M.O.H. and asst. 
school M.O., Anglesey. 

Luoyp, T. W., D.M. Oxfd, M.R.c.P.: medical superintendent and 
consultant chest physician, South Worcestershire group of 
hospitals and St. Wulstan’s Hospital, Malvern. 

MacavuLay, D. B., M.B. Lpool, M.R.C.P.: visiting physician, Bootle 
General ene P 

ODELL, J. R., M.B. Lond., D.A.: first assistant, anesthetics dept., 
Royal ee. Hospital, toot. 

Rocue, G. K. T., M.B. Lond., D.A.: consultant anesthetist, Royal 
National Orthopsedic Hospital, London. 

RODGER, WILLIAM, M.B. Glasg., D.P.H.: M.O.H., Coatbridge. 

Simmons, ERNEST, M.D. Bonn: consultant child psychiatrist, 
North Wales area. 

STANSFIELD, R. N., M.R.C.8.: asst. psychiatrist, Herrison Hospital, 
Dorchester, Dorset. 

TIBBETTs, R. W., M.A., B.M. Oxfd, D.P.M.: psychiatrist (S.H.M.O. 
grade), Graylingwell Hospital, Chichester. 

Wer, J. H., M.D., B.HY. Durh., D.P.H.: M.O.H., Kensington and 
Chelsea. 


Appointed Factory Doctors under the Factories Acts: 


GEOHEGAN, P. J., M.B. N UL, Crowland district, Lincs. 

Gu, J. M. C., M.B. Aberd. : Inverurie district, Aberdeenshire. 
HouMgs, E. Gs M.R.C.S. Peterborough distric 

PLATTEN, M. oO. M.A. Camb., M.B. Birm. : Meriden district, 
Ww arw ickshire. 





1. Stefanutti, P. " Policlinico, | sez. prat. 1949, | 56, 1185. 
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"Notes and News: 


HEBERDEN SOCIETY 


AT a meeting of this society at the Royal College of Surgeons 
on Dee. 10 the following officers for 1950 were elected : presi- 
dent, chairman, and librarian, Dr. W. 8S. C. Copeman ; presi- 
dent-elect, Sir Henry Cohen ; treasurer, Dr. Ernest Fletcher ; 
senior hon. secretary, Dr. R. M. Mason ; junior hon. secretary, 
Dr. F. Dudley Hart. The other members of the executive 
committee are Dr. Hugh Burt, Dr. E.G. L. Bywaters, Mr. W. D. 
Coltart, Dr. G. D. Kersley, Dr. L. G. C. Pugh, and Prof. R. E. 
Tunbridge. The Heberden oration was delivered by Prof. F. 
Wood Jones, F.R.S., who spoke on Classical Gout. 

At the annual dinner held at the college the same evening 
the toast of The Guests, proposed by Dr. Mason, drew a 
response from Lord Lucas of Chilworth, captain of the King’s 
Bodyguard of the Yeoman of the Guard. Lord Webb-Johnson, 
hotfoot from Canada, said that rheumatism was one of the 
most serious diseases affecting the Commonwealth. Heberden 
had been one of the great clinicians; but today the art of 
examining the patient was, he feared, in danger of being lost. 
The great clinical teaching in the English schools had, he 
thought, originated in the Irish schools in the days of Graves 
and Stokes, and Britain still had men who were showing— 
as James Mackenzie showed—how much could be learnt by 
the enthusiasm of a keen observer. Though a visit to America 
left one envious, it should not be forgotten that the funda- 
mental discoveries had mostly emanated from this country. 
Dr. Copeman, responding as chairman, said that this annual 
meeting completed the Heberden Society’s 18th year. It 
continued to prosper, and with membership limited to 100 
had a long waiting-list. The ‘‘ Heberden round” had been 


held at Oxford under the auspices of Prof. L. J. Witts, and, 


next year new ground would be broken by holding the round 
in Paris on the invitation of Prof. F. Coste, the one and only 
professor of rheumatic diseases in the world. The society had 
been represented at the International Congress on Rheumatic 
Diseases held in New York, when Dr. Philip Hench, one of the 
society’s two honorary members, reported his work on 
‘Cortisone.’ Dr, Copeman concluded by presenting the 
Heberden medal to Professor Wood Jones, whom he described 
as the greatest living anatomist, and the medallist very briefly 
expressed his thanks. 

Next day, at St. Thomas’s Hospital, Prof. D. V. Davies 
opened a discussion on Anatomical Aspects of the Rheumatic 
Diseases, speaking particularly of the vascular pattern and 
nerve-supply of joints. Dr. W. A. Fell contributed a paper 
dealing with the relation between referred pain and lesions in 
different parts of the joint capsule. 


THE RETURN JOURNEY 


Boadicea was not the exceptional woman we are apt 
to think her. In her day women were on an equal footing 
with men, and Caesar himself noted that among the Gauls 
and Britons no distinction of sex was made in places of 
command or government. In Saxon England women con- 
tinued to share the rights as well as the responsibilities of 
men—took part in national and local moots as landowners 
and burgesses, were largely responsible for the conversion 
of the land to Christianity, and were at the head of many 
religious houses, ranking just below bishops. In a just but 
tolerant book,! Miss Ethel M. Wood traces for us the decline 
in the status of women which began with the Norman Con- 
quest and reached its nadir in 1832, when the Reform Act 
deprived them finally and legally of the right to vote. Until 
that time, though the right of women to use the vote had 
often been challenged, there was no lawful way of preventing 
them from doing so if they chose; most of them were too 
depressed to choose. It took nearly a hundred years to win 
back that lost political right—years in which a fictitious 
picture of woman, not as a comrade and counsellor, taking 
equal responsibility with men, but as a dependent, physically 
and intellectually, inferior, a modest perpetual parasite, 
was constantly set before each rising generation of girls. 
Trollope could write of a rich young widow, about to marry 
again, ‘““She would give up the heavy burden of her 
independence, and once more assume the position of a 
woman. . .”’—a position which like a point in geometry 
had place but no magnitude. What she might do, and what 





1. The Pilgrimage of Perseverance. ETHEL M. Woop. London: 
The National Council of Social Service. 1949. Pp. 90. 6s. 
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she might not do, were rigidly controlled unless of course 

she was a working woman—or a lady without means, in which 
case she became a governess despised by all. In this dark 

age of frustrate women a few intelligent and sturdy ones saw 
clearly and broke a way out of prison for the rest. Miss Wood 
glances at the careers of some of them—Mary Wollstonecraft, 

Elizabeth Fry, Josephine Butler, Elizabeth Garrett Anderson, 
Sophia Jex-Blake, Florence Nightingale, and Octavia Hill 

among them. Fortunately, most of them were long-lived 

and did a good deal with their time ; they needed to be, for 
in addition to the steady opposition of men (a few liberal 

minds excepted) they had to contend with the apathy, and 
even the opposition, of women. It is a strange story, told 

gaily ; and it reminds us that the long fight for fair-dealing 
is still going on. Women, with great difficulty, won back 

the franchise; they have not yet recovered the right to 

equal pay for equal work which they enjoyed in ancient 
Ireland or the equality of opportunity which the great English” 
trade gilds accorded them. 


University of Cambridge 

Dr. Leslie Cole, F.R.c.P., senior physician to Addenbrooke’s 
Hospital, has been elected to a supernumerary fellowship at 
King’s College. 


University of Bristol 

The Carey Coombs prize for 1949 has been awarded to 
Dr. I. McD. Stewart for an essay on the Aitiology of Coronary 
Thrombosis. 


University of Dublin 

On Dec. 8 at the school of physic, Trinity College, the 
following degrees were conferred : 

M.D.—W. E. R. Hackett, F. J. C. Loughran, J. D. McKeever, 
Trene 8. Orgel. 

M.B., B.Ch., AQ,—J. H. pahonore, Evelyn Browne, Joan I. 
Buchanan, L. ie BA in, Margaret B. EB. Ellis, E, G. England, R. C. 
Gray, R. ff. Age es Vyvyan I. K. Johnston, O, H. Killen, W. A. 
McGaw, E. Me Hugh, Sheilagh M. McHugh W. D. MeNaul, 
y Ae AD a hhael. V. Page, Ruth M. Perrott, Gwetkdoline G. L. 
Poot, ws B...%. Powell R. N. Siberry, B. A. McC. Thompson 
FF. A. Walkey. 

cee B. J. O’Reilly. 


Royal College of Surgeons of England 

At a meeting of the council held on Dec. 8 with Sir Cecil 
Wakeley, the president, in the chair, Sir Harry Platt was 
appointed Bradshaw lecturer for 1950. Hunterian professor- 
ships were awarded to Prof. Milroy Paul, of Ceylon, and 
Mr. R. T. Johnson, of Manchester. 

Mr. D. N. Matthews was elected a member of the surgical 
section of the board of examiners in dental surgery, and 
Mr. C. C. Hentschel an examiner in elementary biology under 
the Conjoint Board. The following examiners were appointed 
for the primary fellowship examination to be held in Ceylon, 
India, and Pakistan: Sir Gordon Gordon-Taylor (anatomy) ; 
Prof. Geoffrey Hadfield (pathology), and Prof, A. St. G, 
Huggett (physiology). 

Diplomas of fellowship were granted to the following : 


J. L. Reid, G. D. Channell, J. C. Watts, I. A. Donaldson, Raymond 
Ramsay, Bernard Fairburn, N.C. Rogers, F. 8. Gorrill, F. "A. em 
Sundram oo | ap ® Atkinson, R. C. Jack, D. O. Ww illiams, J. S. 
Tomkinson, A. E. Howarth, H. A. Ripman, D. A. Langley, M. G. 
Wilson, J. P. Mitchell, D. L. Evans, M. P. Durham, J. W. Betts, 
F. T. Graves, G. S. Ramsay, F. R. Sutton, D. A. T. Farrar, B. H. Hand, 
D. W. Thomas, M. O. Carruthers, Keith Chitty, B. V. Jones, R. W. 
Tudor, V. 8. Brookes, dD. as ae Reid, Austin Brown, A. W. as 
I. P. Todd, L. B. Smith, J. S. R. Golding, A. M. H. Bennett, N. 
Blockey, A. G. Dingley, P. x. Robson, J. F. Bolton Carter, M. Cc. 
Reilly, Charles Taylor, Rashed Iskander, Mahmoud Ahmed a ay 
A. J. Clyne, W. W. Davey, Man Mohan Nath, Marjorie A. Powys, 
S. A. Bond, J. N. Appleton, W. M. Manchester, Bekhit Mohammed 
Omar, T. G. Barlow, R. D. Condon, H. — Gilbert, Hussni El Sayed 
Higazi, Guriials Pattabhi Ramayya, Poe Cameron, W. W. Hall- 
wright, Lansell Bonnin, R. R. Dickson, P. Si. Greenwell, J. 8. Guest, 
— Jayasuriya, R.C. R. LOeme, a F. Murphy, E. R. W. The ymson, 
A. Alldred, Joseph Block, P,. _— Charles Dundon, R. C. 
ha B. P. Flannery, F. E. J. Gabel . J. Gunning, G. F. T. ¥: 
Henson, T. P. Morley, Roshun Patuck, Anthony Roper, M. 
Symonds, Derek Ainslie, Allan Clain, P. R. R. Clarke, Chandra Pal 
de Fonseka, John Hewet, D. A. Macfarlane, A. B. Mackenzie, W. 
McLaren, I. W. MacPhee, T. H. L. Rosser, C. L. Tucker, L. 8. 
Walsh, J. A. Baird, H. D. W. Black, A. F. Bromwich, M. F. Butler, 
J. F. Dark, N. C. Davis, J.D. K. Dawes, W.R. bane, | W.A. Liddell. 
Nanalal Jivan Shah, D. B. Caro, D. H. Keller, D. N. Ross, A. G, 
Parks. 


Hospital Festivities at Christmas 

An Exchequer contribution towards the cost of these 
festivities at the rate of 5s. per head of patients and resident 
staff has been authorised again this year. 
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NOTES AND NEWS—BIRTHS, MARRIAGES, AND DEATHS 


[prc. 17, 1949 





Royal College of Physicians of Edinburgh 


At a meeting of the college held on Dec. 1, Sir David 
Henderson was elected president for the ensuing year. The 
following were elected to be members of council: Dr. W. A. 
Alexander, Dr. J. D. S. Cameron, Dr. T. Douglas Inch, 
Dr. Ian G. W. Hill, Dr. James G..M. Hamilton, and 
Dr. A. Colin P. Campbell. Dr. Alexander was nominated 
vice-president. 


Editorship of the J.A.M.A. 


Dr. Austin Smith is reported by B.U.P. to have succeeded 
on Dec. 6 to this appointment, from which Dr. Morris Fishbein 
retired on Dec. 1. 


Institute of Child Health 


Dr. T. P. Mann has been appointed assistant to the professor 
of child health at the Institute of Child Health, University 
of London, for work in the newborn-baby department at 
the Postgraduate Medical School of London. 


British Association of Physical Medicine 

A course of lectures for candidates preparing for part 0 
of the diploma in physical medicine will be held on Tuesdays 
and Thursdays, from Jan. 3 to Feb. 9, at 5 p.m. Further 
details can be had from the honorary secretary of the 
association, 45, Lincoln’s Inn Fields, London, W.C.2. 


London School of Hygiene & Tropical Medicine 


Prof. N. H. Swellengrebel, director of the department of 
tropical hygiene at the Royal Institute for the Indies, 
Amsterdam, will give two lectures in January at the school, 
Keppel Street, W.C.1. On Tuesday, 17th, he will speak on 
Plague in Java, and on Wednesday, 18th, on How the Malaria 
Service in Indonesia Came into Being. Both lectures will 
be held at 2 p.m. 


Congress on Criminology 

The second International Congress on Criminology is to be 
held in Paris from Sept. 7 to 14, under the presidency of 
Prof. Donnedien de Vabres. The representatives for the 
United Kingdom are Dr. Denis Carroll and Mr. Hermann 
Mannheim, pk. suRIs. Further particulars may be had from 
the organising secretary, c/o Institute for the Scientific 
Treatment of Delinquency, 8, Bourdon Street, London, W.1. 


Fcrm E.C.1 (Revised) 


To reduce inflation of doctors’ lists in the registers of execu- 
tive councils, a revised form £.c.1 is to be introduced on 
Jan. 1. This revised form can be used either for a first applica- 
tion to be placed on a doctor’s list or for transfer to another 
doctor when the medical card is missing. Supplies of the form 
will be obtainable only at executive-council offices and 
doctors’ surgeries, and (on the registration of a birth) from the 
registrar of births. 


Mr. Ewing on the National Health Service 

Mr. Oscar R. Ewing, United States federal security adminis- 
trator, and author of the Ewing report on The Nation’s Health 
(see Lancet, 1948, ii, 574), spent last week in London, where he 
saw the Prime Minister and other members of the Government 
as well as others concerned with health, education, and 
social insurance. At a press conference on Friday, reported 
in the Times, he spoke of President Truman’s request to 
Congress to enact a national health insurance programme to 
cover all citizens. ‘‘ I can now see that most of the critics of 
our proposal in the United States have, whether deliberately 
or through ignorance, tried to mislead the American people 
on the facts about the British programme. It seems to me 
that this programme is working remarkably well, and that it 
is a good thing for Britain. This is what we have been told 
by people representing all shades of political opinion, as well 
as by most of the physicians with whom we have talked.” 
He had, he added, been horrified to learn that ‘* certain groups 
in organised American medicine who are opposing health 
insurance in the United States have been contributing 
financially to support the propaganda activities of a small 
group of die-hard British doctors still fighting the health 
programme here.’ He regarded this as unfair and dangerous 
interference. 

Mr. Ewing and his associates have since been to Eire and 
Scotland, and are going on to Sweden, Switzerland, Italy, and 
Israel. 


International Hemophilia Society 


A general meeting of the society will be held at the Society 
for Visiting Scientists, 5, Old Burlington Street, Piccadilly, 
London, 8.W.1, on Sunday, Dec. 18, at 2.30-5 p.m. Doctors 
and hemophilics or their representatives are invited to attend. 
Communications should be addressed to the society at 
the Galton Laboratory, University College, Gower Street, 
London, W.C.1. 


Liverpool Regional Hospital Board 


At a meeting on Dec. 1 this board agreed that as a long- 
term policy sufficient accommodation should be provided in 
obstetric units for at least three-quarters of the births in the 
region, and that in gynecological units ample provision 
should be made for cases of abortion. The board also approved 
in principle a recommendation by the Chester and district 
hospital management committee that maternity accommoda- 
tion in the Runcorn area should be made available to general 
practitioners. 

The board considered a request by the faculty of medicine 
of the university that opportunities should be afforded to 
sixth-year students to see emergency work in hospitals ; 
and the board have decided that in the first instance facilities 
should be afforded for students to see emergency operations 
at four hospitals in the region. 





A verbatim report of the Second Commonwealth and 
Empire Health and Tuberculosis Conference, held in London 
last July, has been published by the National Association 
for the Prevention of Tuberculosis. Copies (15s. each) may 
be obtained from the association, Tavistock House North, 
Tavistock Square, London, W.C.1. 


The Central Council for District Nursing in London have 
revised their Directory of District Nursing and Streets Lists 
for London. Copies, price 3s. each, may be had from the 
council, 25, Cockspur Street, London, 8.W.1. 


Diary of the Week 





DEc. 18-24 
Tuesday, 20th 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
3.45 P.M. Mr. R. J. Last: The Larynx. (Arnott demonstration.) 
INSTITUTE OF DERMATOLOGY, Lisle Street, W.C.2 
5 pM. Mr. A. K. Monro: Treatment of Varicose Conditions of 
the Lower Limb. 


EDINBURGH Post-GRADUATE BOARD FOR MEDICINE 
5 p.M. (University New Buildings, Teviot Place.) Prof. Clifford 
Wilson : Common Diagnostic Problems in Renal Disease. 





Births, Marriages, and Deaths 





BIRTHS 

ANDREW.—On Dec. 8, in Manchester, the wife of Dr. 8. S. Andrew 
—a daughter. 

BURSLEM—On Nov. 30, in Chester, the wife of Dr. R. W. Burslem 
@ son. 

HOVENDEN.—On Dec. 5, the wife of Dr. Geoffrey Hovenden—a 
daughter. 

Morris.——-On Dec. 3, in Dublin, the wife of Dr. L. E. Morris 
a daughter. 

NIGHTINGALE.—On Dec. 8, the wife of Dr. J. A. Nightingale—a 
daughter. 

PRITCHARD.—On Dec. 6, the wife of Dr. John Pritchard—a daughter. 

RicKFOoRD.—On Dec. 4, in London, the wife of Mr. Braithwaite 
Rickford, F.R.C.8.—a son, 


DEATHS 
JONES.—On Dec. 5, at Rhyl, Edward Hugh Jones, M.D., C.M, Edin., 
aged 84. 
JONES.—On Dec. 3, in Manchester, John Grant Jones, M.p. Aberd., 
aged 77. 
MacFauL.—On Dec. 7, at Leigh, Lancs, Alexander MacFaul, 
M.B. Belf. 


McKinstry.—On Dec. 7, William Kilbourn McKinstry, M.a. Camb., 
M.R.C.8., aged 50. 

Munro.—On Dec. 8, in London, Hector Munro, M.B. Aberd. 

Oac.—On Dec. 5, in London, Theodore Alexander William Ogg, 
M.D. Lausanne. 

RUSSELL.—On Dec. 6, at Crowborough, Sir Michael Russell, 
K.C.M.G., C.B., M.R.C.S., aged 89. 
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in 
wounds 


and burns 





PROPAMIDINE CREAM 


the prophylaxis and the treatment of infection in 
wounds and burns. Clinical experience has shown 


that, where:penicillin is applied topically sensitization 


of the patient to penicillin may occur, and that SUPPLIES 
its use sometimes leads to the development of Propamidine Cream 
ae is supplied in 
resistant strains of organisms. Propamidine has | oz. tubes 
and 


the advantage over penicillin in that neither of 
16 oz. jars 
these phenomena has been observed, and for this 


reason Propamidine is preferred by many doctors. 


M=B 
manufactured by 
MAY & BAKER LID 


48291 
VMMMMHq@@MMMMMMMMM0@ 





PHARMACEUTICAL has ITIES (MAY & BAKER) LTD., DAGENHAM 
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A palatable whole grain rye bread pre- 
pared in a form virtually free from moisture, so 
that complete mastication is assured. Ryvita can 
be eaten as an alternative to other breads. Many 


find that its characteristic flavour 





stimulates appetite.. 
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ASTHMA and 
RYBARVIN 


Now that inhalation 
therapy is an accepted 
and welcome method 
of treatment in asthma, 
ever increasing numbers 
of medical men are 
relying on Rybarvin 
Inhalant to combat 
bronchospasm. 


RYBARVIN brings relief. Consist- 6 
ently, often spectacularly, attacks are 

cut short and their frequency lessened. 
Free from excess acid, non-irritant 
and non habit-forming, it is an ideal 
inhalant for all asthmatics young 
and old. 


RYBAR INHALER has‘ been speci- 
ally designed for aerosol therapy and 
as such is also used extensively for 
PENICILLIN inhalation. 





Samples and details of trial outfits forwarded to 
doctors on request 


RYBAR LABORATORIES LTD 


TANKERTON, KENT 















and clinics, this smooth, white, antiseptic oil-in-water 

emulsion reduces effectively surface bacteria, urine irritation, and other types 

of rash. Because it leaves a discontinuous film, this protective layer allows 
the skin to function normally. 

Together with Johnson’s Baby Powder, already used from the moment of birth, 

these are two important products every mother needs in the care of her baby. 


Golem +fohwvon (GT. BRITAIN) LIMITED - SLOUGH AND GARGRAVE 
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BABY LOTION —for nappie changing 


and skin irritation 


BABY POWDER — for use after every bath 





Johnson’s Baby Lotion for the routine care 
of infants’ skin has already received wide support 
in medical circles, First introduced in hospitals 
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A product: of T.:.4. 


In the treatment of minor finger in- 
juries a useful finger cot can be made 
from a small piece of 3-in. Elastoplast 
Bandage. 

Stretch the Elastoplast round the 
finger, overlapping at the top and 
side, and pinch the adhesive surfaces 
together all round. Cut round the 
edges. The cut side should be farthest 
away from the wound. This dressing 
will stay in position for a consider- 
able time in spite of frequent washing. 
A similar dressing may be used in the 
treatment of warts, where short but 
continuous occlusion removes the 
epithelial debris; or as a covering 
for chilblains, where the occlusive 
properties relieve the pruritus and 
generally improve the condition. 
No intervening dressing is re- 
quired, whether the skin is 
broken or intact. 


Elastoplast 


TRADE MARK 


in the treatment of Finger Injuries 





SMITH AND NEPHEW 





LEDs 


HULL, 








10/8d. 


PURE 


Literature sent on request. 


* See The British Medical 
Journal, 24th August, 1946. 


LIQUID DERBAC 


The treatment 


(head lice) 


2 oz. bottle 1/10d. 


DDT 2%, Naptha 15%, Emulsifying CPD 5% 
Ess. Oils 1%, Water 77% 


of SERIOUS cases of 
pediculosis capitis* 


Experience has shown that Liquid Derbac is 100% 
efficient in the treatment-of pediculosis capitis. One 
application is fully effective and eradication is com- 
plete within the hour. Treatment is simple and clean. 
Liquid Derbac, a D.D.T. 
emulsion, which is non- 
toxic and non-irritant, is 
used by clinics all over the 
British Isles. 40 oz. bottle 





PRODUCTS LTD COLWICK NOTTINGHAM ENGLAND 
O14 














PARK ROYAL 


Increasing volume of 


CLINICAL EVIDENCE 


There is an ever-increasing volume of clinical evidence 
to show that administration of the entire vitamin B 
complex is essential in the treatment of deficiency 
conditions formerly attributed to lack of individual 
factors in the complex. 

It isnow recognised that deficiencies of single factors 
of the vitamin B group do not occur, and where 
it is considered necessary to give intensive treat- 
ment with a single factor, e.g., vitamin B,, the 
entire vitamin B complex should always be 
administered concurrently. 

ALUZYME is one of the best available natural 
sources of the entire B complex, supplying all the 
B vitamins, choline, glutathione and minerals of the 
living yeast cell in the native state. 


LUZYME 


The NON-AUTOLYSED YEAST 
with completely available Vitamins 


Professional samples, prices and literature on request 


ALUZYME PRODUCTS 
ROAD, LONDON, 
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CO-OPERATION is quickly established 
between young patient and doctor when 
GLUCOVITE is the tonic prescribed. 
Its delicious flavour and_ attractive GLUCOVITE combines vitamins AX& D with 


: appearance are universally popular with  glycerophosphates of manganese, sodium and 





children (and, it might not be out of potassium and ferric pyrophosphate in a deliciously 
place to say, with adults, too !). palatable elixir. It has long been a firm 
Adherence to the dosage time-table, so favourite with doctors who have experienced its 
important in tonic therapy, thus presents high acceptability and therapeutic effectiveness. 


no problem. Clinical samples and literature gladly, on request. 


GLUCOVITE 


TONIC ELIXIR 


FORMULA 
Contains in one fluid ounce: 
Mang. Glycerophosph. B.P.C. ........1/7 gr. CO eee ee 1/7 gr. 
Sod. Glycerophosph. B.P.C.........+. 1/2 gr. alin die 450 iu. 
Pot. Glycerophosph. Liq. B.P.C.........2 gr. IRS Biers 65.4 «ana tens vbiedss ae 45 iu. 
Ferr. Pyrophosph. Solub. B.P.C.........8 gr. 


HOUGH HOSEASON & CO. LTD + CHAPEL STREET * MANCHESTER 19 








ENERGEN 
DIETARY SERVICE 


offers to the Medical Profession without charge, 


The only Brandy ' the filing-box illustrated above, which contains 
standard diets for many common conditions 

bottled at the _— | requiring dietary treatment. In addition doctors 
Chateau de Coguac as are invited to apply for special dietaries to meet 


the requirements of individual patients. 





ho ( - * 4 SECRETARY, ENERGEN DIETARY SERVICE 
FAMOUS SINCE (DEPT. B. 16), WILLESDEN, N.W.10 
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(HYPON TABLETS 








A BALANCED FORMULA PLUS. 


€ caffein and phenolphthalein 





























scientifically overcome by 


In cases requiring continuous admin- 
istration of Codein compounds the 
general practitioner is often concerned 
by the SIDE EFFECTS of INTES- 
TINAL STASIS and MENTAL 
DEPRESSION. 


The inclusion of a fractional dose of 
Phenolphthalein ensures that the func- 
tion of the alimentary tract remains 
undisturbed, whilst the stimulating 
effect of Caffein counteracts depressive 
tendencies associated with Codein and 


The distinctive and altogether scientific method by which Libby’s 
Baby Foods are prepared renders them especially suitable for very 


“whens ar young infants. First strained, Libby’s Baby Foods are then 
Acetylsalicylic medication. homogenized, which accelerates the rate of sandiieds by the dis- 
HYPON TABLETS can be pre- ruption of the cellular membranes and the exposure of intracel- 
scribed with confidence in all cases lular nutrients to the digestive enzymes. The ready assimilability 
where an analgesic or antipyretic is and tolerability in the gastro-intestinal tract of even extremely 
indicated. young infants are clearly indicated in the weight gains so expres- 
FORMULA : — Acid Acetylsalicyl sive of an infant’s progress. 


40.22%. Phenacet. 48.00%. Caffein. 
2.00%. Codein. Phosph. B.P. 0.99%. 
Phenolphthal. 1.04%. Excip. 7.75%. 
(Each tablet 8 grains.) 


Samples gladly sent on request. 
HOMOGENIZED BABY FOODS 


CARDEN yEgeTABll? 
CnRDEN VEGETABLE LIBBY, MeNEILL & LIBBY L3D., 
. 4 Forum House, 15/16 Lime Street, London, E.0.3. 





*"CALMIC LIMITED CREWE HALL CREWE 


What is a 
Polyestol Bandage ? 

















The Polyestol Bandage is an elastic plastic Bandage, 30°, of its weight being Methyl 
Salicylate, incorporated before manufacture in such a way that at body temperature it 
is released from the compound as a gas at a constant rate for transcutaneous absorption. 
The efficient penetration of the epidermis by this gas is shown by the comparatively 
large quantities of Salicylic Acid identifiable in the patient’s urine and blood plasma. 
Having a high co-efficient of friction the Polyestol Bandage will not slip during appli- 
cation, provided the final end is tucked under the previous turn, but the Bandage is 
not adhesive and will not soil clothes. 


For further details and sample: Please write Dept. L. at the address below. 
Retail selling price is 5/6. 


OLYESTOL 


TRANS PARENT 


Lain -kelieving BANDAGE 


POLYESTOL LTD., 4-5 WARWICK COURT, LONDON, W.C.I. 
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Here IS A TONIC WINE whose properties 
make it admirable for convalescents 

and for those in a ‘run-down’ 
condition. Wincarnis is 
reinforced with finest extracts 
of beef and malt and contains 
1.7% solution of Sodium 
Glycerophosphate, B.P.C. It is 
guaranteed to contain not less 
than 28% and not more than 
30% proof spirit. 


















behind Wright’s Coal Tar Soap 


The medical profession throughout the world is unanimous in 
its recognition of Wright’s Liquor Carbonis Detergens as the 
most effective antiseptic and antipruritic for treatment of 
skin diseases. 

For over 80 years this preparation has held a aa till ny 
unique position, as the foremost therapeutic agent + 


in dermatological practice, and as the active con- ¢ - 
stituent which gives Wright’s Coal Tar Soap its 


Wright’s Coal TAR Soap WINCARYIS 


THE WINE THAT DOES YOU GooD 


owt 

mney cle 

ome 
—<s 


fed 
no Company 
3 \ nis Werke WY 




















IDEAL FOR TOILET AND NURSERY 














KYMOGRAPHIC TUBAL INSUFFLATION 















This apparatus, which incorporates the principles introduced 
by Rubin and modified by Bonnet, is a great advance in 

technical efficiency. Its design is simple, its construction 
robust, and its performance accurate and reliable. The 

graphs are produced on easily read rectangular co- 
ordinate charts. It is used by the leading sterility 
clinics in Great Britain. The entire apparatus, 
which is built into a neat, compact carrying 
case, is quite portable, weighing only approxi- 
mately 22Ib. 


KELVIN & HUGHES| 


PRECISION INSTRUMENTS 


Fully descriptive literature will be sent on request to: , ‘ 
KELVIN & HUGHES (INDUSTRIAL) LIMITED - 2 CAXTON STREET, LONDON; §S 
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JID 
BIOLOGICAL MB “| PREPARATIONS 


ANTIPEOL °3.:.5°" OINTMENT 


contains sterile vaccine filtrates (antivirus) of all the common strains of STAPHYLOCOCCI, STREPTOCOCCI and B. PYOCYANEUS, 
in a lanoline-zinc-ichthyol base. 

INDICATIONS: Abscesses, boils, burns, eczema, ulcers, hemorrhoids, impetigo, sycosis, wounds, and all infl 

ANTIPEOL LIQUID for infections of the ear, septic cavities and suppurating wounds. 


OPHTHALMO-ANTIPEOL 


contains, in a semi-fluid base, the sterile vaccine filtrates of STAPHYLOCOCCI, STREPTOCOCCI, B. PYOCYANEUS, PNEUMOCOCCI 
7 FRAENKEL and GONOCOCCI. 
INDICATIONS ; Conjunctivitis, blepharitis, keratitis, dacryocystitis, and all inflammatory conditions and lesions of the eye. 


RHINO-ANTIPEOL 


a nasal immunising cream, contains Antipeol Liquid and the antivirus of PNEUMOCOCCI, PNEUMO-BACILLI, ENTEROCOCCI, 
M. CATARRHALIS, B. PFEIFFER, and calmative and decongestive ingredients. 
INDICATIONS : Coryza, rhinitis, hay fever, catarrh, influenza, common cold and other naso-pharyngeal infections. 


ENTEROFAGOS 


Polyvalent bacteriophages specific against 156 strains of micro-organisms common to infections of the i i i 
; tra " gastro-intestinal tract, kidneys and bladder. 
RAPIDLY EFFECTIVE RESULTS in enteritis, dysentery, colitis, diarrhceas, B. coli infections, typhoid and paratyphoid fevers and other 
intestinal and para-intestinal infection. 


DETENSYL 


: vegeto-polyhormonic hypotensor, for gentle and regular reduction of arterial tension. 
INDICATIONS : High blood pressure, arterio-sclerosis, arthritis, palpitation, ocular and auditory troubles of hypertension. No contra-indications. 


CLINICAL SAMPLES AND LITERATURE FROM 








y< infections. 


MEDICO-BIOLOGICAL LABORATORIES LTD., South Norwood, LONDON, S.E.25 





24-hour warmth 


you can afford 











all others... 





Better polishing in less time, with less 
;dabour, at less cost; a finish that 

enriches and protects your floors*, 
makes them easier to keep clean... 
these are some advantages that 
a Truvox JUNO Polisher can 
bring you. Truvox Polishers are 
attractively styled modern 
machines for easy, one-hand 
operation, built for efficiency 
and reliability, 

* Truvox machines are 

ideal for parquet, lino- 


leum, wood boarding, 

tiles, marble, rubber, Banish the cold discomforts of the winter. 

asphalt, terrazzo or modern ESSE Heating Stove gives continuous, 

other smooth compo- day and night warmth with outstanding fuel economy. 

sition surfaces. Closed fire models burn coke or other smokeless 
fuels . . . and for those who prefer an openable 


For larger floor areas 





: s fire there is the new 400 B.J. Esse, or the Esse-Dura, suitable for 
ELECTRIC there is the “OCO ordinary coal or any solid fuel. ‘With shaking bottom bars and fitted 


Industrial type floor 


FLOOR POLISHER _ pelisher—also made by ashpan, ash removal is quick and clean. Write for free catalogue. 
is : 


ruvox. 








TREVOX ENGINEERING Co. Ltd. Exhibition GrozndsWembiey Mddx.| | SMITH & WELLSTOOD LTD. Est. 1854 
Plea nd details of *OCO, JUNO FI Polisher. . + bes 4 
Fa hes aa caf dnb Nanded: oo Head Office: Bonnybridge, Stirlingshire. 
NAME___ as London: 11 Ludgate Circus, E.C.4 


(IN BLOCK LETTERS) : . 
weineveate: 2 ¢ and Liverpool, Edinburgh & Glasgow 
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Ragestered Trade More 


SURGICAL NEEDLES 
No. 423 \ Two hundred years ago Milward’s reputation in needle-making 
Triangular Point Curved craftsmanship was established. All that tradition has taught 


and modern metallurgy perfected is reflected in the unusual 
strength, intense sharpness and mirror finish of the latest 
Milward’s Iron Arm Surgical Needles. Supplies of all standard 
patterns are available. 


Enquiries welcomed Illustrated Catalogue sent on request 


Sole British and Empire Distributors (except Canada) 


/ . 
e c 8 
bids: Head Office : THE OLD MEDICAL SCHOOL, PARK ST., LEEDS, 1 


Also at 38 WELBECK STREET, LONDON, W.1 





Intestinal } Circle 





A NON-GREASY, NON-ADHERENT, WOUND DRESSING 
A bland dressing incorporating antiseptics of proved 
low toxicity in a sterilised glyco-gelatin base, which 
provides marked healing and coagulating properties. 
By seepage into the wound and diffusion over the 
adjacent skin surfaces, the medicament rapidly inhibits 
Gram-Positive organisms, in particular Staph. Aureus, 
Strep. Hzmolyticus, and Strep. Viridans and also 


B. Pyocyaneus. 

CIMLAC GAUZE is prepared to melt at body tempera- 
ture and in situ will remain moist and non-adherent. 
Easy removal issecured without danger of rupture 
to the delicate epithelium and granulative tissue. 
For use as a general dressing for Burns, Accidental 
and Operational Wounds, Boils, Carbuncles, Varicose 
Ulcers, Trophic Ulcers, Bed Sores, and as a post- 
operative dressing in rectal operations and the 


preparation of tissue surfaces for skin grafts. For those 

Formula : 5-Amino-Acridine 0°1% : Hexylresorcinol’ in search of the richer rewards 
0°1%: in a sterilised glyco-gelatin base. ‘ : 

Packed to facilitate non-touch technique in boxes of which only excellence brings... . 


24 pieces 4” x 34”. 
Price 6/6 per box. Medical discount 10%. 
Price to Hospitals 5/- per box. Exempt Purchase Tax. 


Carriage Paid Home on orders over £2 in value. PLAYERS NUMBER 


“CALMIC LIMITED CREWE HALL CREWE 


THE EXTRA QUALITY CIGARETTE 
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AN INVESTMENT 


GIVING 
A HIGH INTEREST YIELD 
LIFE COVER 
A PENSION OPTION AT MATURITY 





AN ENDOWMENT 
ASSURANCE POLICY 


Write for particulars applicable to 
your own age and requirements to : 


THE STANDARD LIFE 
ASSURANCE COMPANY 


Established 1825 


HEAD OFFICE: 3, GEORGE STREET, EDINBURGH 


LONDON OFFICES: 3, Abchurch Yard, Cannon Street, 


E.C.4. 15a, Pall Mall, S.w.! 
AND BRANCHES THROUGHOUT THE UNITED KINGDOM 





































In Safe aids | 


The man who has appointed the Westminster Bank 
to be his Executor or Trustee can, with truth, say 
that the well-being of his family will be in safe 
hands. The Bank will carry out his wishes faithfully, 
bringing to its task a fund of business experience 
beyond that possessed by any private individual ; 
it will administer its trust with complete integrity; 
and—more important, perhaps, than any of these— 
it will at all times show a very sympathetic con- 
sideration towards those whose affairs are left in 
its hands. Inquiries will be welcomed at any of the 
Bank’s branches. 


| 
| 





WESTMINSTER BANK LIMLTED 


Trustee Department: 53 THREADNEEDLE STREET, LONDON, E.¢.2 



































available for prompt despatch 


in use. 


flexible characteristics. 


Plugs into standard Gowlland Battery Handles. 


Catalogue No. 19 


This popular and effective Head Lamp is 


Constructed of untarnishable light alloys and other parts 
chromium plated, it is a real feather-weight, it has a com- 
fortable sponge rubber pad, and is particularly convenient 


The special synthetic non-perishable cable has unusually 








Made in England and obtainable from all Surgical Supply [Houses 
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34/- 


THE SCOTTISH WIDOWS’ FUND has declared, 
for the 5 years, 1944-48, a reversionary bouus 
of 34/- per cent. per annum compound. 

The interim bonus for current claims will, for ‘ 
the present, be 32/- per cent. compound. 

Following the war-time declaration at the 
high rate of 30/-, the new bonus is a worthy 
addition to the Society’s Unique Record of bonuses. 
Ask, without obligation, for an example of a 
policy for yourself. 





Write to your Agent or to the Secretary 


SCOTTISH 
WIDOWS’ FUND 


Head Office : 
9 St. Andrew Square, Edinburgh, 2 
London Offices : 
17 Waterloo Place, 8.W.1 


28 Cornhill, B.C.3 
















%* The du Maurier filter tip is 
purely functional ; it is scientifically 
made to prevent irritation to the 
throat and mucous membranes. 
Interleaved layers of vegetable 
tissue and cellulose fibre trap 
pyridine bases and other non- 
volatile bodies, thus bringing 
out the full flavour of the 
tobacco without a trace of 
harshness. 


THE CIGARETTE WITH 
THE EXCLUSIVE FILTER 
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Announcing 


“INNER AZ E 


shoes 


by STARTRITE 


“ Inneraze” shoes for children are to the 
Orthopaedic Surgeon as commercial sutures 
to the general surgeon. Supplied on medical 
prescription only, they incorporate the neces- 
sary surgical alterations for the treatment of 
flat feet (pronation)... . by means of in-built 
wedging. The wédge is an integral part of 
the shoe, and is located between the inner 
and outer sole. These alterations are uniform 

. avoid shoe distortion and consequent 
uneven wear... . do not mar the appearance 
of the shoe. 


The Surgeon is relieved of the necessity for 
checking up that the “ alterations ” are those 


that are needed, and of time-consuming 
supervision after each repair. 


These cross-sections show the built-in wedge 
in position and the buttressed heel. The 
thickness of the wedge is 4” or 3/16” according 
to size of shoe. 


* * * 


For names and addresses of the Startrite 
dealers from whom Inneraze Shoes can 
be obtained please write to:— 


The Managing Director, 
James Southall & Co., Ltd., 
34, St. George Street, 
Hanover Square, 








[Dec. 17, 1949 
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Whom shall I ask to be my Executor 


or Trustee ? 


This is a question which comes to us all. We must find someone whom we 
can trust implicitly, someone whose ability to complete the task is beyond all 
doubt and whose sympathy will remove any anxiety which may be felt by 
those we leave behind. Barclays Bank fulfils all these requirements and has 
for many years provided a valuable service for its Customers by acting as 


Executor and Trustee, either alone or jointly with others. 


Full information may be obtained from any Branch or from the Trustee Department : 


37 KING WILLIAM STREET, LONDON, E.C.4 


BARCLAYS. BANK {| 


LIMITED 





























PULMO-BAILLY 











Solution of 
GUAIACOL, CODEINE, 
PHOSPHORIC ACID 





| 
Expectorant Anti -Dyspneic 
Pulmonary est 





| 
INDICATED - AFFECT 0 OF THE rESPIRATOR 


TRACT, INFLUENZA AND COMPLICATIONS 


DOSE : One teaspoonful two 
to four times daily in plain or 
sweetened water. 











BAILLY LIMITED 


Sole Distributors for United Kingdom :- 
BENGUE & CO.LTD., Manufacturing Chemists, 
MOUNT PLEASANT, ALPERTON, WEMBLEY. 








LVv.O. 


Intermittent Venous Ccclusion Apparatus 
(J. P. Shillingford) 
SILENT, PORTABLE, INEXPENSIVE 
Descriptive Pamphlet on application 
FOR DOMESTIC OR HOSPITAL TREATMENT 


£30 


with one cuff 





_, £312s.3d. 


f ef with two cuffs 


SOLE SUPPLIERS 
DOWN BROS. and MAYER & PHELPS LTD. 


Surgical Instrument Makers 





32-34, New Cavendish Street, London, W.! 
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ST. ANDREW’S HOSPITAL 


FOR NERVOUS AND 
MENTAL DISORDERS 


NORTHAMPTON 


PRESIDENT: THE Most Hon. 
MEDICAL SUPERINTENDENT : THOMAS 


TE NN ENT, M. D., 


THE MARQUESS OF EXETER, K.G., C.M.G., A.D.C. 


F.R.C.P OP: DM. 


This Registered Hospital is situated in 1 30. acres of ‘park and pleasure grounds. 
incipient mental disorders or who wish to preve nt recurrent attacks of mental trouble ; 
Careful clinical, biochemical, 
in the Hospital or in one of the numerous villas in the grounds of the various branches 


of both sexes are received for treatment. 
rooms with special nurses, male or female, 
can be provided. 


V oluntary patients, who are suffering irom 
temporary patients, and certified patients 
bacteriologic al, and pathological examinations. Private 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. 


It is equipped 


with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods : 


insulin treatment is available for suitable cases. 


ete. There 
Diathermy 
research, 


is an Operating Theatre, a Dental Surgery, an 


X-ray Room, 
and High-frequency treatment. It also contains Laboratories for bioche mical, 
Psychotherapeutic treatment is employed whe dicated. 
sychotherapeutic treatment is employed when indicate 


: It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche 


, Scotch Douche, Electrical baths, Plombieres treatment, 
an Ultraviolet Apparatus, and a Department for 


bacteriological, and pathological 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 


Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. 


Oce upational 


the rapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


BRYN-Y-NEUADD HALL 


growing. 


The seaside house of St. 
scenery in North Wales. On the North-West side of the FE 
branch for a short seaside change or for longer periods. 
is trout-fishing in the park. 


courts), croquet grounds, 


golf courses, and bowling greens. 
provided for handicrafts, 


such as carpentry, etc. 


For terms and further particulars apply to the Medical Superintendent (TELEPHONE: 


can be seen in London by appointment. 


Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
Estate a mile of sea coast forms the boundary. 
The Hospital has its own private bathing house on the seashore. 


Patients may visit this 
There 


At all the branches of the Hospital there are cric eket > erenind. football and hoc md y geounta, lawn tennis courts (grass and hard 
Ladies and gentlemen have their own gardens, and facilities are 


Northampton 4354 (3 lines)), who 





THE OLD MANOR, 


Telephone ; 
3216 & 3217 


SALISBURY 


A Private Hospital for the Care and Treatment of those of both sexes suffering from MENTAL DISORDERS 


Extensive Grounds. Detached Villas. Chapel. 


Garden Produce from own gardens. 


Terms very moderate. 


CONVALESCENT HOME AT BOURNEMOUTH 


standing in 12 acres of ornamental grounds, with separate villas, tennis courts, etc. 


Patients or Boarders may visit the 


Home by arrangement. 
Illustrated Brochure on application to the MEDICAL SUPERINTENDENT, The Old Manor, Salisbury 





CHEADLE ROYAL “"EneSH 


CHESHIRE 


A Registered Hospital for MENTAL DISEASES and its Vows 
Seaside Branch, GLAN-Y-DON, Colwyn Bay, N. Wales 


For Terms and further information apply to the MEDICAL SUPERINTENDENT 


The object of this Hospital is to provide the most efficient 

means for the treatment and care of patients of both 
sexes suffering from MENTAL and NERVOUS DISEASES. 
The a is governed by a Committee appointed by 


es. 
VOLUNTARY, ne, fy CERTIFIED PATIENTS 


Te'ephone : cae 2231 





CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. 
ROWDENS, a comfortable house with lovely views. 


In the same grounds, 


Beautiful garden and own dairy in 35 acres 
Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. 


Telephones—TEIGNMOUTH 289 and 537 





THE COTSWOLD SANATORIUM 


On the Cotswold Hills, seven miles from Cheltenham, 
Stroud and Gloucester, equipped for the treatment of 
Pulmonary Tuberculosis. 

Terms from £9 10s. 6d. per week 


Full particulars from paceme yea COTSWOLD SANATORIUM, 
CRANHAM, GLOUCESTE 


Telephone: Witcombe on 


NORMANSFIELD, TEDDINGTON, MIDDLESEX 


A PRIVATE HOME for care and training of MENTAL 
DEFECTIVES of = ages of either sex. Separate homes for 
higher grade patients 

Apply Dr. LANGDON-DOWN. 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental Illness. All forms of 

treatment available. Fees from 5 gns. per week upwards, according to 

requirements. Vacancies occasionally exist at reduced fees on the 
recommendation of the patient's own physician 


Apply to Dr. J. A. SMALL Telephone : Norwich 20080 


Telegrams: ‘‘ Hoffman, Birdlip” 
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NORTHUMBERLAND HOUSE 


Green Lanes, Finsbury Park, N.4 


A PRIVATE HOSPITAL for the treatment of mental and nervous ill- 
nesses. Conveniently situated and easy of access from all parts. 
Six acres of ground, facing Finsbury Park. Voluntary and Tem- 
porarv Patients received without certification. Insulin Coma Unit. 
K.C.T. Group Psyc hotherapy. Trained Resident and Visiting Staff. 

Telephone : STAmford Hill 7866/7 (2 lines) 

Telegrams : ** Subsidiary, London.’ 
Medical Superintendent : RoBERT M. RiGGALL. Member, British 
Psycho-Analytical Society. 


CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 





A Private Home for the Treatment and Care of Mental and 
Nervous Illnesses in both Sexes. 

A modern country house, 12 miles from Marble Arch, in 
attractive secluded grounds. Fees from 10 guineas per 
week inclusive. Patients treated under Certificate, Temporary 
or Voluntary status. Modern forms of treatment, including 
psychotherapy, narco- -analysis, modified insulin, occupational 
therapy, E.C.T., ete. 

Separate house in six acres of grounds nearby for convalescent 
patients. DOUGLAS MACAULAY, M.D., D.P.M. 
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PECKHAM HOUSE, 112, Peckham Road, London, S.E.15 


Telephone : Rodney 2641, 2642 - 





— Telegrams: “ Alleviated, London” 


A Private Hospital for the investigation and modern treatment of Nervous and Mental Illness. E.C. ike 
Electro-narcosis. Deep Insulin Coma Unit. Individual Psychotherapy in suitable cases. Out- -patient E.C.T. can 


be arranged. 


Further information can be obtained from the Physician-Superintendent. 








| 


UNIVERSITY EXAMINATION | 
POSTAL INSTITUTION 


17, RED LION SQUARE, LONDON, W.C.! 
G. E. OATES, M.D., M.R.C.P. Lond. 


POSTAL COACHING FOR ALL 
MEDICAL EXAMINATIONS 


PROSPECTUS, LIST OF TUTORS, Etc., 


| On application to the Secretary. U.E.P.I., 17, Red Lion Square, London, W.C.1 
| (Telephone: HOLborn 6313) 








Academic and Educational 








ROYAL COLLEGE OF SURGEONS OF ENGLAND 
SURGICAL CLINICAL CONFERENCES—JANUARY, 1950 

Arrangements are being made for a series of Clinical Confer- 
ences for postgraduates to be held at selected hospitals in and 
near London. These Conferences will take place, as far as possible, 
in the afternoons and will be held during the period 16th January, 
1950-27th January, 1950. Students will be able to attend 10 
Conferences during this time. 

Applications for this course should be forwarded at the earliest 
possible moment, and in any case not later than 6th January, 
1950. The fee-for the course will be £5 5s. 

Full details may be obtained from Mr. W. F. Davis, Secretary, 
Postgraduate Education Committee, Royal College of Surgeons 
of England, Lincoln’s Inn-fields, London, W.C.2 (Telephone : 
HOLborn 3474). 


“UNIVERSITY OF LONDON 
INSTITUTE OF CHILD HEALTH 
SPRING TERM 1950 

A course of Lectures for Postgraduates will be given at the 
Hospital for Sick Children, Great Ormond-street, London, 
W.C.1, during JANUARY-MARCH, 1950, on TUESDAYS at 5 P.M. 
on ‘‘ DIET IN INFANCY AND CHILDHOOD ” by members of the 
staff of the Institute of Child Health and visiting lecturers. 
bas. J Crore re ‘Soe Ses ..Prof. A. MONCRIEFF 

anuary .. Breast Feeding , a 

3ist January .. Breast Feeding} --Dr. H. K. WALLER 

7th February. heb me and Mixed ..Dr. P. R. Evans 

eeding 

14th February. . Artificial Feeding 
21st February. . Artificial Fee ding | .. Dr. H. M. M. Mackay 
28th February. . Artificial Feeding 

7th March ~ ..Milk Room Techniquein..Miss F. DILLISTONE, 

Artificial Feeding R.8.C.N., 8.R.N., 3.C.M. 
14th March... . Diet of the School Child..Dr. B. SCHLESINGER 
2ist March . aig oy | & ~ Prema-..Dr. V. MARY CROSSE 
nfan 

The fee for the course of 10.Jectures is £3 3s. 

Applications for tickets’ of admission, accompanied by 
remittance, should be sent to the Secretary, Institute of Child 
Health, The Hospital for Sick Children, Great Ormond-street, 
London, W.C.1. Early application is advised, as the number of 
tickets is limited. G. H. NEWNs, Dean. 


NEUROLOGICAL CLINICAL DEMONSTRATIONS 
MAIDA VALE HOSPITAL MEDICAL SCHOOL, W.9 
A course of 12 Clinical Demonstrations will be given weekly, 
by members of the visiting staff, on FRIDAYS at 5 P.M., from 
6th JANUARY—24th MARCH inclusive. Fee 1 guinea. 
Apply by letter to the Dean, Maida Vale Hospital, London, 
W.9. 


NEUROLOGICAL POSTGRADUATE TEACHING 
MAIDA VALE HOSPITAL MEDICAL SCHOOL, MAIDA VALE, W.9 


WINTER SESSION: 2ND JANUARY-31ST MARCH, 1950 

Inpatient practice open to a limited number of postgraduate 
clinical clerks. Ward teaching rounds, and demonstrations in 
the Pathological and other Special Departments. 

Outpatient practice Tuesdays and we fond A.M. 

Clinical demonstrations (12) Fridays weekly 

For particulars of enrolment and fees rw. By byl letter to the 
Dean, Maida Vale Hospital. 


SOCIETY OF APOTHECARIES OF LONDON 
DIPLOMA IN INDUSTRIAL HEALTH 
The next Examination will begin on MONDAY, 3RD JULY, 
1950. The following Examination will be held in December, 
1950. 
For Regulations apply Registrar, Apothecaries’ Hall, Black 
Friars-lane, London, E.C.4. 





THE LONDON HOSPITAL MEDICAL COLLEGE 





COURSE IN ADVANCED SURGERY 

A Postgraduate Course in Surgery for the final examination 
of the F.R.C.S. will be held at the London Hospital from 13TH 
MARCH, 1950—28TH APRIL, 1950. There will be a break of 1 week 
over Easter. Organised classes will be held every afternoon 
of the week, Saturdays and Sundays excepted. During the course 
postgraduate students attending the classes will be welcome at 
the general teaching in the Outpatient Departments and in the 
Operating Theatres. The course will be strictly limited to 24 
students and will be mainly devoted to clinical surgery. 

, The fee for external candidates will be 20 guineas and for 

Old Londoners ” 12 guineas. 

Applications should be made to the Dean, from whom further 

particulars can be obtained. 


“BEIT MEMORIAL FELLOWSHIPS: FOR MEDICAL RESEARCH 


Notice is hereby given that an ELECTION OF JUNIOR FELLOWS 
to begin work on Ist October next will take place in JUNE, 1950. 
Junior Fellowships are normally of the annual value of £600 
for 3 years; but candidates, younger than those usually elected 
or whose promise for medical research must be judged mainly 
on work outside that field, may be awarded a lower rate of 
£500 for the first 2 years. Candidates are asked to state whether 
they would be unable to accept this lower initial rate. Candi- 
dates must have taken a degree in a faculty of a University in 
the British Empire or a medical diploma registrable in the 
United Kingdom. Elections to Junior Fellowships are rarely 
made above the age of 35 years. The Trustees are desirous of 
furthering research in mental diseases and in the general allot- 
ment of Fellowships, will give some preference to a candidate 
proposing research on approved lines in that subject. Applica- 
tions from candidates must be received not later than the 14th 
April. Candidates must submit evidence that they can be given 
accommodation in the d@partments where they propose to work, 
which must be either in Great Britain or Ireland 

Forms of application and all information may be Obtained by 
letter only, addressed to Dr. A. N. DRURY, C.B.E., M.D.,°9.R.S. 
Secretary, Beit Memorial Fellowships for Medical Researc bh. 
Lister Institute, Chelsea Bridge-road, London, 8.W.1. For 
overseas candidates, forms of application may be obtained 
from the Secretary, South African Medical Council, P.O. Box 205, 
Pretoria, South Africa; the Secretary, Universities Com- 
mission, Box 4061, G.P.O. Sydney, Australia; the Depart- 
ment of Health, Wellington, New Zealand; and the Canadian 
Medical Assoc iation, 184, College-street, Toronto, Canada. 


THE UNIVERSITY OF LIVERPOOL. Applications invited “for 
post of SENIOR LECTURER IN DENTAL PATHOLOGY 
AND BACTERIOLOGY in the School of Dental Surgery, at a 
salary scale of £1500-£100-—£2000 p.a., or Lecturer, at a salary scale 
of £900-£100-£1500 p.a., according to qualifications and experi- 
ence. Applicants must have had training and experience in patho- 
logy and bacteriology and in research methods in a department of a 
medical school or similar institution, and should preferably 
hold a medical qualification. A dental qualification is desirable 
but not essential. 

Applications, stating age, academic qualifications, and experi- 
ence, with names of 3 referees, should be received by 31st 
December, 1949, by undersigned from whom further particulars 
of the conditions of appointment may be obtained. 

November, 1949. STANLEY DUMBELL, Registrar. _ 


GUY’S HOSPITAL, S.E.!. The Sir Alfred Fripp Memorial Fellow- 
SHIP IN CHILD PSYCHOLOGY at Guy’s Hospital, open to 
medical graduates, Men or Women under the age of 35, preferably 
with experience in peediatrics as well as in psye hological medicine. 
Stipend £250 a year. This appointment is for 2 years and may 
be held concurrently with a part-time appointment elsewhere. 

Applications should be forwarded to the Dean, Guy’s Hospital 
Medical School, S.E.1 (from whom copies of the regulations may 
be obtained), with names of 3 referees. pte mn should 
submit a definite scheme of advanced study or research work 
to be carried out during the tenure of the Fellowship together 
with particulars of their previous career. Applications should 
be forwarded by 5th January, 1950. 





GUY’S HOSPITAL MEDICAL SCHOOL. Pharmacology Depa rt- 
MENT. Applications invited for appointment of LECTURER 
in the Pharmacology Department. Appointment will date from 
as soon as possible after Ist January, 1950, and will be for 2 
years in the first instance. Salary £800—£100-£1100, plus 
superannuation and family allowance. The initial salary may 
be fixed above the minimum of the scale according to the 
experience and qualifications of the candidate selected. 

Forms of application obtainable from the Dean, and should 
be lodged in the Medical School Office by 30th December, 1949. 


GUY’S HOSPITAL MEDICAL SCHOOL. Department of Surgery. 
Applications invited for appointment of JUNIOR ASSISTANT 
(Research) to the Director of the Department of Surgery. 
Appointment will date until 30th September, 1950, in the first 
instance at a salary of £550 p.a., plus superannuation and family 
allowance. 

Forms of application obtainable from the Dean, Guy’s Hospital 
Medical School, S.E.1, and should be forwarded to him, with 
names of 3 referees, by 20th December, 1949. 
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ST. THOMAS’S HOSPITAL MEDICAL SCHOOL. Applications | 
invited for a RESEARCH FELLOWSHIP (£775 p.a.). The 
appointment is for a whole-time medically qualified Man and 
is for 1 year in the first instance. Offers excellent opportunity 
for gaining first hand experience of the scientific approach to 
circulatory problems in man. Results may be suitable for 
higher degree. 

Applicants should apply for further particulars to Professor 
BARCROFT as soon as possible. 


THE SOUTH AFRICAN INSTITUTE FOR MEDICAL RESEARCH, 
JOHANNESBURG. Clinical Pathologists. Applications invited 
for the following appointments to the Routine Laboratories of 
above Institute: 

(1) SUPERINTENDENT of the Routine Laboratories. 
The medical officer required for this post should have had a 
wide technical experience and be competent to organise and 
coérdinate the work of the various departments, and to control 
staff. Facilities are available for the pursuance and encourage- 
ment of research problems as they may arise. Salary on scale 


of £2250-—£2500. 

(11) BIOCHEMIST. (III) PARASITOLOGIST. 
The officer appointed to either post must be either medically 
qualified or hold a doctorate in science, and have had special 
training and experience. Salary on scale £1000-€£100-—£1400, 
= a variable cost-of-living allowance which is at present 

56 p.a. 

Membership of the staff provident fund is compulsory in 
all cases and a certificate of sound health will be required. 
First-class passage by rail and sea will be provided. Facilities and 
staff for research in addition to routine activities are available. 

Applications should be submitted to the Director, S.A. 
Institute for Medical Research, P.O. Box 1038, Johannesburg, 
Seuth Africa. 








Hospital Services : Senior Appointments 


CHARING CROSS HOSPITAL GROUP. 
for appointment of Part-time CONSULTANT GYNA&CO- 
LOGICAL SURGEON (1 weekly attendance, to include an 
outpatient session, followed by an operating session) at Wembley 
Hospital. Salary in accordance with terms and conditions of 
service as laid down by the Ministry of Health. Appointment 
subject to any conditions regarding tenure which may be agreed 
and also to the National Health Service superannuation 
regulations. 

Candidates, who must be Fellows of the Royal College of 
Surgeons of England, or Members of the Royal College of 
Physicians of London, should submit 10 copies of their applica- 
tions, stating age, qualifications, and experience, with names of 
3 referees, to reach undersigned by first post, 27th December, 
1949. Canvassing of members of the Board of Governors or 
Advisory Appointments Committee will disqualify. 

GEORGE J. JONES, 
House Governor and Secretary to the Board. 

Charing Cross Hospital, W.C. ape “ibe 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD invite applica- 
tions for appointment of CONSULTANT Y ELECTRO- 
ENCEPHALOGRAPHY to take charge of the department at 
above Hospital. Appointment will be for 1 half-day per week 
in the first instance. Practical experience in electro-encephalo- 
graphy is essential (the apparatus is an Ediswan). The new 
terms and conditions of service for hospital medical and dental 
staffs (Consultants) will apply to the post. 

Applications, stating age, qualifications, and experience, 
with names of 3 referees, should reach the Secretary, North 
West Metropolitan Regional Hespital Board, 11a, Portland- 
place, W.1, by 7th January, 1950. Canvassing will disqualify 
but candidates are invited to visit the Hospital by direct appoint- 
ment with the Medical Director. 
LONDON HOSPITAL, Whitechapel, 





Applications invited 


E.l. Applications invited 


for post of Full-time ASSISTANT RADIOTHERAPIST to 
the Hospital. Appointment will be of Consultant grade and 


candidates must hold a radiological qualification. 

Applications (12 copies), giving names and addresses of 
3 referees, should be addressed to the House Governor (from 
whom further particulars mar be obtained) by 31st December, 
1949. 1. BRIERLEY, House Governor. 
HAMMERSMITH, WEST LONDON AND ST. MARK’S HOS- 
PITALS. BOARD OF GOVERNORS invite applications for post of 
Part-time CONSULTANT DERMATOLOGIST at Hammer- 
smith Hospital and SENIOR LECTURER in Dermatology 
at the Postgraduate Medical School of London. The aggregate 
duties involve 1 notional half-day per week, and the hospital 
duties will be remunerated in accordance with the new terms 
and conditions of service for hospital medical and dental staffs. 

Applications, stating age, qualifications, training, and experi- 

ence, and present appointments, with names and addresses of 
3 referees, should reach the Secretary, Board of Governors, 
150, Ducane-road, Shepherd’s Bush, W.12, by 3lst December, 
1949. Canvassing will disqualify. 
HAMMERSMITH, WEST LONDON AND ST. MARK’S HOS- 
PITALS BOARD OF GOVERNORS invite applications for post of 
Whole-time RADIOLOGIST in the Department of Radio- 
diagnosis at Hammersmith Hospital, Ducane-road, W.12. 
Post is of Consultant status and successful candidate will be 
required to act as deputy to the Director of the Department. 
Applicants should have experience in all branches of radio- 
diagnosis and should have a special interest in gastro-intestinal 
investigations. A higher qualification in medicine is desirable. 
The new terms and conditions of service for hospital medical 
and dental! staffs will apply to the post. 

Applications, stating age, qualifications, 
ence, and present appointments, 
3 referees, should reach the 
150, Ducane-road, Shepherd’s 
1950. 


training and experi- 
with names and addresses of 
Secretary, Board of Governors, 
Bush, W.12, by 7th January, 


Canvassing will disqualify. 
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HAMMERSMITH, WEST LONDON, AND ST. MARK’S HOS- 
PITAIS BOARD OF GOVERNORS invite applications for post of 
Part-time CONSULTANT for 2 notional half-days per week 
in the Rheumatism Department at West London Hospital. 
Post is of Consultant status and applicants should have experi- 
ence in general medicine and rheumatology. A higher quali- 
fication in medicine is essential. The new terms and conditions 
of service for hospital medical and dental staffs will apply to 
the post. 

Applications, stating age, qualifications, 


training, and experi- 
ence, and present appointments, 


with names and addresses of 


3 referees, should reach the Secretary, Board of Governors, 
150, Ducane-road, Shepherd’s Bush, W.12, by 31st December, 
1949. Canvassing will disqualify. 


ROYAL FREE HOSPITAL, Gray’s Inn-road, W.C.!. Applications 
invited for appointment of NEUROLOGIST to the Royal Free 
Hospital (Consultant status). Part-time appointment, 2 or 3 
sessions per week. 

Applications (50 copies), with names of 3 referees, should be 
sent to the Secretary to the Board of Governors, The — 
Free Hospital, Gray’s Inn-road, W.C.1, by 23rd December, 1949. 
ST. GEORGE’S HOSPITAL, S.W.I. Applications invited for post 
of Part-time ASSISTANT PHYSICIAN to the Skin Department. 
This is a full Consultant staff appointment with charge of beds 
and outpatients. Candidates must be Fellows or Members of 
the Royal College of Physicians of London. Remuneration and 
conditions of service will be those applicable to part-time 
Consultant staff under the National Health Service. The approxi- 
— number of half-days service required will be 2 or 3 per 
week. 

Applications, stating age, qualifications, and experience, with 
names of 3 referees, to be sent by 21st January, 1950, to— 

P. H. CONSTABLE, House Governor. 

WHITTINGTON HOSPITAL, Highgate, N.I9. North West 
METROPOLITAN REGIONAL HOSPITAL BOARD invite applications 
for appointment of Part-time E.N.T. SURGEON for 5 half-days 
per week, with the possibility of a sixth session later. This 
Hospital consists of 3 contiguous hospitals which are being 
developed as 1 unit containing approximately 1450 Beds and 
all the usual Special Departments. It has a large Consultant 
staff. Successful candidate would eventually have about 20 
beds allotted to him for his specialty. The new terms and 
conditions of service for hospital medical and dental staffs 
(Consultants) will apply to the post. 

Applications, stating age, qualifications, and experience, with 
names of 3 referees, should reach the Secretary, North West 
Metropolitan Regional Hospital Board, 11a, Portland-place, 
W.1, by 4th January, 1950. Canvassing will disqualify but 
candidates are invited to visit the Hospital by direct appoint- 
ment with the Medical ~  ee St. Mary Wing, 
Whittington Hospital, Highgate-hill, N.19 
WEST END HOSPITAL FOR NERVOUS ‘DISEASES, ~ Welbeck- 
street, London, W.1. NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD invite applications from suitably qualified 
candidates with relevant experience for the Consultant post of 
PSYCHIATRIST to the Child Guidance Clinic held at above 
Hospital. Duties involve attendance for 3 half-days weekly. 
Candidates should have had training in the analysis of children. 
The new terms and conditions of service for hospital medical 
and dental staffs (Consultants) will apply to the post. 

Applications, stating age, qualifications, and experience, with 
names of 3 referees, should reach the Secretary, North West 
Metropolitan Regional Hospital Board, 11a, Portland-place, 
W.1, by 7th January, 1950. Canvassing will disqualify, but 
candidates are invited to visit the Clinic by direct appointment 
with the Secretary. 














Provincial 

LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS invite 
applications for a post or posts of CONSULTANT ANA¢S- 
THETIST. Candidates should possess a registrable qualification 
and the degree of M.D. of a university of the British Empire, 
or the Membership of the Royal College of Physicians of London, 
Edinburgh, or Ireland, or the Fellowship of the Royal College 
of Surgeons of England, Edinburgh, or Ireland, and also the 
Diploma of Anesthetics of the Conjoint Board. Candidates 
will be asked to state the vacant anesthetic sessions for which 
they are able to offer their services. Details of the vacant 
anzesthetic sessions may be obtained from undersigned. Appoint- 
ments subject to the terms and conditions of service agreed from 
time to time, and to the National Health Service superannuation 
regulations. 

Applications, stating nationality, age, 
particulars of previous experience, 
whom reference may be made, 
7th January, 1950. Canvassing, 
will lead to disqualification. 


qualifications, and full 
with names of 3 persons to 
should reach undersigned by 
either directly or indirectly, 


A. V. J. Hinps, Secretary, 
The eoe Liverpool Hospitals. 
80, Rodney-street, Liverpool, 1, 5th December, 1949. 


SHEFFIELD. THE UNITED siieeeiacD HOSPITALS invite 
applications from registered medical practitioners for full-time 
Consultant post of PHYSICIAN. Candidates should have had 
wide experience in general medicine and also possess a special 
interest and experience in the rheumatic diseases. Duties will 
include direction of a new regional centre for the investigation 
and treatment of rheumatism, and the Physician will be required 
to plan and take part in research work and undergraduate 
teaching. For the present appointment is on a whole-time basis. 
Post is a new one and will afford excellent opportunities for 
origina] work. Further particulars may be obtained from 
undersigned. 

Applications, stating age, qualifications, and experience, and 
giving names of 3 referees, should be forwarded to undersigned 
by 31st December, 1949. 

JOSEPH GRIFFITH, Chief Administrative Officer, 
The U nited Sheffield Hospitals. 
Central Office, The Royal Hospital, West-street, Sheffield, 1. 
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SHEFFIELD REGIONAL HOSPITAL BOARD invite applications 
for appointment of Whole-time CONSULTANT ANASTHE- 
TIST to the Nottingham group of hospitals. 8 notional half-days 
are to be s —- at the Chest Unit at the Nottingham City 
Hospital and Ransom Sanatorium, and the remaining sessions 
at the other hospitals within the Nottingham group. Candidates 
must have had experience in chest surgery anesthesia. The 
new terms and conditions of service for hospital medical and 
dental staffs will apply. 

Application forms and further details obtainable from the 
Secretary, Sheffield Regional Hospital Board, Fulwood House, 
Old Fulwood-road, Sheffield, 10. Completed forms must be 
received by 24th December, 1949. Canvassing will disqualify, 
but candidates are invited to visit the hospitals concerned by 
direct arrangement. a sre) 7 
SCOTLAND. NORTH-EASTERN REGIONAL HOSPITAL 
BOARD. BOARDS OF MANAGEMENT FOR THE ABERDEEN SPECIAL 
HOSPITALS AND THE ABERDEEN GENERAL HOSPITALS. Applica- 
tions invited for post of ASSISTANT OBSTETRICIAN AND 
GYNACOLOGIST (Consultant) on the staffs of the above Hos- 
pitals. Service will be on a par’ -time basis and appointee will 
be invited to devote 8 sessions per week to the duties of the office. 
Salary and terms and conditions of service for hospital medical 
and dental officers under the National Health Service (Scotland) 
Act apply to the post. 

Particulars of appointment obtainable from undersigned, with 
whom applications, including names of 2 referees, should be 
lodged on or before 7th J snuary, 1950. 

JOHN A. MOCONACHIE, Secretary. 

1, Albyn-place, Aberdeen. = 
SCOTLAND. NORTH-EASTERN REGIONAL HOSPITAL 
BOARD. BOARD OF MANAGEMENT FOR THE ABERDEEN GENERAL 
HOSPITALS. Applications invited for whole-time post of RADIO- 
THERAPIST (Consultant) on the staff of the Aberdeen General 
Hospitals. Candidates should have wide experience in radio- 
therapy and hold an appropriate higher qualification, Salary 
on scale of £1700-£2750 and the terms and conditions of service 
for hospital medical and dental officers under the National 
Health Service (Scotland) Act will apply to the post. 

Particulars of appointment obtainable from undersigned, 
with whom applications, including names of 2 referees, should be 
lodged on or before 7th January, 1950. 

JOHN A. MCCONACHIE, Secretary. 
1, Albyn-place, Aberdeen. 


SCOTLAND. NORTH-EASTERN REGIONAL HOSPITAL 
BOARD. BOARD OF MANAGEMENT FOR THE ABERDEEN GENERAL 
HOSPITALS. Applications invited for whole-time post of 
DIAGNOSTIC RADIOLOGIST (Consultant) on the staff of 
the Aberdeen General Hospitals. Candidates should have 
wide experience and hold a diploma in radiology. Salary on 
scale of £1700-—£2750 and the terms and conditions of service for 
hospital medical and dental officers under the National Health 
Service (Scotland) Act will apply to the post. 

Particulars of appointment obtainable from undersigned, with 
whom applications, including names of 2 referees, should be 
lodged on or before 7th January, 1950. 

, A. MCCONACHIE, Secretary. 

_1, Albyn-place, Aberdeen. 


AMENDED ADVERTISEMENT 
NEWCASTLE UPON TYNE REGIONAL HOSPITAL BOARD. 
REGIONAL CHEST SURGERY CENTRE. (160 Beds.) SHOTLEY 
BRIDGE HOSPITAL AND ASSOCIATED SANATORIA. ANASSTHETIST 
(Consultant), whole-time ; or part-time for a minimum of 7 
sessions per week. Salary scale £1700-£2750 whole-time ; 
pro rata part-time; starting-point according to experience, 
&c. The great bulk of the work in the main centre—i.e., excluding 
the sanatoria—is concerned with non-tuberculous conditions 
(mediastinal, oesophageal, cardiovascular as well as pulmonary). 
Candidates must possess a D.A., have had considerable experience 
with anzesthesia both for general and thoracic surgery, and 
preferably have had a sound preliminary general medical and/or 
physiological training. Appointee must be prepared to take an 
active part in clinical and physiological investigations, pre- 
operative and postoperative management of patients in addition 
to undertaking the customary duties of an Anesthetist. The 
allocation of these duties may have to be varied from time to 
time according to clinical requirements by arrangement with 
the Senior Anesthetist, but usually the work will be divided 
between the centre and the sanatoria. Appointmenf subject to 
national terms and conditions of service, to National Health 
Service superannuation regulations, and to medical examination. 

Applications, with names and addresses of 1-3 referees, 
and/or 1-3 testimonials, to the Senior Administrative Medical 
Officer, ‘‘ Blythswood South,’’ Osborne-road, Newcastle upon 
Tyne, 2, within 14 days. Canvassing will disqualify. 
SOUTH-WESTERN REGIONAL HOSPITAL BOARD. West 
CORNWALL CLINICAL AREA. Applications invited from registered 
Yr redical practitioners for appointment of DEPUTY MEDICAL 
SUPERINTENDENT at Tehidy Sanatorium, Camborne, 
Cornwall. This Sanatorium has 108 Beds and is being extended 
to comprise 150 Beds. Appointment will be on a whole-time 
basis and the salary and terms and conditions of service will 
be those laid down by the Ministry for Senior Hospital Medical 
Officers. Applicants should have high medical qualifications 
and previous experience in diseases of the chest is essential. 
Successful applicant will have charge of beds in Tehidy Sana- 
torium and will be required to undertake chest clinics in the 
hospitals in the West Cornwall area and duties in connexion 
with the Cornwall County Council’s after-care scheme. Successful 
applicant will have the use of a small flat in the Sanatorium, for 
which rent charges, &c., will be made. 

Applications, stating age, qualifications, and experience, 
with 10 copies of 2 testimonials and the names and addresses 
of 2 referees, should be addressed to the Secretary of the South- 
Western Regional Hospital Board, 5, Cotham Lawn-road, 
Bristol, 6, so as to reach him by 31st December, 1949. Canvassing 
will disqualif w; 








SOUTH-WESTERN REGIONAL HOSPITAL BOARD invite 
applications from registered medical practitioners for appoint- 
ment of OPHTHALMIC SURGEON in the West Cornwall 
clinical area, which comprises the districts of Truro, Bodmin, 
Newquay, St. Austell, Falmouth, Redruth, and Penzance. 
Appointment will be on a part-time basis (8 sessions) and the 
salary and terms and conditions of service will be those negotiated 
for consultants between the Ministry and the profession. Appli- 
cants should have had wide experience in ophthalmic medicine 
and surgery. Successful applicant will have charge of beds at 
the West Cornwall Hospital, Penzance, and will be required 
to visit other hospitals in the clinical area as may be required 
by the Regional Hospital Board. In addition, his duties will 
include the examination and treatment of school-children. 

Applications, stating..age, qualifications, and experience, 
with 10 copies of 2 testimonials and names and addresses of 
2 referees, should be addressed to the Secre tary of the South- 
Western Regional Hospital Board, 5, Cotham Lawn-road, 
Bristol, 6, so as to reach him by 3lst December, 1949. Canvassing 
will disqualify. 


ST. ALBANS CITY HOSPITAL. Applications invited for appoint- 
ment of Part-time SURGEON for 5 half-days per week. The 
St. Albans City Hospital consists of 3 almost contiguous hos- 
p:tals administered as one, with a total of some 350 Beds. 
There is a good and increasing volume of surgical work to be 
shared between 2 part-time Surgeons and their teams. Appointee 
must be prepared to live within reasonable distance of St. Albans. 
The new terms and conditions of service for hospital medical 
and dental staffs (Consultants) will apply to the post. 

Applications, stating age, qualifications, and experience, with 
names of 3 referees, should reach the Secretary, North West 
Metropolitan Regional Hospital Board, 114, Portland-place, W.1, 

y 22nd December, 1949. Canvassing will disqualify, but candi- 
dates are invited to visit the Hospital by direct appointment 
with the Secretary. 


NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. 8ST. ALBANS CITY HOSPITAL, ST. ALBANS, HERTS. LISTER, 
CHALKDELL AND NORTH HERTS AND SOUTH BEDS HOSPITALS, 
HITCHIN, HERTS. Applications invited for appointment of 
PHYSICIAN to above Hospital Groups. Appointment will be 
whole-time or for maximum permitted number of sessions. 
Both Hospital Groups are in process of development and there 
is a considerable volume of medical work in both Groups which 
is to be shared between 2 Physicians and their teams. The 
Physician appointed must be prepared to live within reasonable 
distance of St. Albans or Hitchin. The new terms and conditions 
of service for hospital medical and dental staffs (Consultants) 
will apply to the post. 

Applications, stating age, qualifications, and \ experience, 
with names of 3 referees, should reach the Secretary, North West 
Metropolitan Regional Hospital Board, 11a, Portland-place, 
W.1, by 7th January, 1950. Canvassing will disqualify, but 
candidates are invited to visit the hospitals by direct appoint- 
ment with the Secretary. 


NEW ZEALAND. AUCKLAND HOSPITAL BOARD. Ap plica- 
tions invited for positions of ASSISTANT RADIOLOGISTS 
(2), Board’s Institutions. Applicants must be qualified medical 
practitioners of the British Empire and appointees shall be 
registered in New Zealand before taking up duty. The positions 
have been designated under the Hospital Employment Regula- 
tions, 1948, as those of Junior Specialists, and the salary pre- 
scribed by the regulations is £1050 p.a., rising to £1350 p.a., 
by annual increments of £50 (commencing salary in accordance 
with experience). The amounts quoted are in New Zealand 
currency and are living-out rates. Living accommodation is not 
provided. Travelling expenses will be paid by the Board subject 
to certain conditions (refer to conditions of appointment). 

Conditions of appointment and form of application obtainable 
from the Office of the High Commissioner for New Zealand, 
415, The Strand, London. Applications close with undersigned 
at the Office of the Board, Kitchener-street, Auckland, New 
Zealand, at noon on Monday, 16th January, 1950. 

R. F. GaLBrairn, Secretary. 





THE OTAGO HOSPITAL BOARD. Applications invited for 
position of Full-time ANASSTHETIST, Department of Neuro- 
surgery, Dunedin Hospital, at a salary at rate of £1050-—£1350 
p.a., or £1400-£1700 p.a., according to the qualifications held 
and the experience in the specialty. Salary will commence on 
assuming duty at Dunedin Hospital. Private practice is not 
permitted. Appointment subject to termination by 3 months’ 
notice in writing from either side. Travelling expenses up to 
£200 for a single man or up to £400 for a man and his wife are 
granted, provided the appointee remains in the Board’s service 
for 2 years, otherwise a refund of such expenses must be made 
to the Board. Further information in regard to this appointment 
can be obtained from the office of THE LANCET LTp., 7, Adam- 
street, Adelphi, London, W.C.2, and the High Commissioner’s 
Office, 415, The Strand, London. 

Applications, stating age, qualifications, and experience, with 
testimonials and a certificate of health, will be received by the 
undersigned up till 8th February, 1950. 

W. A. WILLIAMSON, Secretary. 

The Otago Hospital Board, Dunedin. 


Hospital Services : Junior Appointments 


(see also p. iii) 


CHARING CROSS GROUP OF HOSPITALS. Required, Casualty 
OFFICER (B2), resident or non-resident, post vacant 10th 
January, 1950, tenable to 30th June, 1950, for duty at Wembley 
Hospital. Salary and conditions of service in accordance with 
the terms of service issued by the Ministry of Health. 

Applications, stating age, qualifications, and experience, 
should be sent, with copies of testimonials, to— 

GEORGE J. JONES, Secretary to the Board of Governors. 
Wembley Hospital, Wembley, Middlesex. 
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CONNAUGHT HOSPITAL, Walthamstow, E.!17. (118 Beds.) 
Required, RESIDENT ANASSTHETIST (B1), Junior Registrar, 
post vacant Ist January, 1950. Salary £670 p.a., less value of 
residential emoluments. Appointment in the first place for 
6 months. Suitably qualified R practitioners holding B2 
appointments, also those holding Bl and ineligible for H.M. 
Forces, are invited to apply. 

Applications, giving names of 2 referees should be sent 
immediately to R. HaLTon HARRISON, Secretary, Hospital 
Management Committee, Forest Group No. 11, Langthorne- 
road, Leytonstone, E.11 
COLINDALE HOSPITAL, Colindale-avenue, The Hyde, N.W.9. 
RESIDENT JUNIOR HOUSE SURGEON (B2) required at 
the above Hospital to assist in thoracic orthopeedic and genito- 
urinary surgery. Salary £400—£450 p.a., according to experience. 
Deduction of £100 p.a. for board, lodging, &c. 6 months’ appoint- 
ment, terminable by 1 month’s notice. Practitioners holding 
B2 posts cannot be considered unless ineligible for H.M. Forces. 

Applications, stating age, qualifications, experience, and 
enclosing up to 3 copies of recent testimonials, to the Physician- 
Superintendent, as soon as possible. 

EAST END MATERNITY HOSPITAL, 384-398, Commercial 
road, London, E.1. Required, PAS DIATRIC "REGISTRAR 
(1 session per week). 

Applications to the Secretary, Stepney Group Hospital 
Management Committee, Raine-street, Wapping, E.1. 

FRIERN en KY MANAGEMENT COMMITTEE, New South- 

gate, London, N.11. Applications invited for appointment of 
PSYC HIATRIC REGISTRAR (B1), resident or non-resident. 
Candidates must have had previous experience in psychiatry 
and hold or be studying for the D.P.M. Opportunities exist for 
gaining experience in all branches of psychiatry. The Hospital 
(2200 Beds) is readily accessible to central London. Salary 
in accordance with terms and conditions of service for hospital 
medical and dental staff. 

Applications, giving details of age, qualifications, and experi- 

ence, with names of 2 referees, to be sent to the Physician- 
Superintendent, by 23rd December, 1949. 
FRIERN HOSPITAL MANAGEMENT COMMITTEE, New South- 
gate, London, N.11. Applications invited from registered medical 
practitioners for posts of JUNIOR HOSPITAL MEDICAL 
OFFICERS (B1), 2 vacancies, resident or non-resident. Salary 
in accordance with terms and conditions of service for hospital 
medical and dental staff. Friern Hospital has 2200 Beds occupied 
by patients suffering from mental and nervous disorders and is 
readily accessible to central London. 

Applications, giving details of age, qualifications, and experi- 
ence, with names of 2 referees, should be sent to the Physician- 
Superintendent by 23rd December, 1949. 


GERMAN HOSPITAL, Dalston, E.8. Required, Registrar (medical). 
Appointment is full-time at the German Hospital and will be for 
12 months commencing 21st January, 1950. Salary in accordance 
with terms and conditions of service of hospital medical and 
dental staff. 

Applications, stating age, qualifications, and experience, with 

copies of 3 recent testimonials, should be sent to the Secretary, 
Hospital Management Committee, Hackney Group (No. 6), 
Hackney Hospital, E.9. 
HIGHLANDS HOSPITAL, Winchmore Hill, London, N.2i. 
Required, HOUSE SURGEON (B2) for Orthopedic and 
Fracture Department, post vacant 13th December, 1949, for 
6 months. Salary £400-—£450 p.a., according to number of posts 
previously held, with a deduction of £100 p.a. fer residential 
emoluments. 

Applications, with copies of 3 testimonials, to be sent to 

the Secretary, Northern Group Hospital Management Com- 
mittee, Royal Northern Hospital, Holloway, London, N.7, 
from whom forms of application may be obtained. 
HAMPSTEAD GENERAL HOSPITAL, The Green, N.W.3. 
Required, RESIDENT CASUALTY SURGICAL OFFICER 
(B2), Male or Female, at the main Outpatient Department, 
Camden Town, N.W.1, post now vacant. Tenable for 6 months. 
Salary in accordance with new national scales. 

Applications, to be made on the prescribed form, with copies 
of 3 recent testimonials, to be returned at once. 

KENNETH A. F. MILES, House Governor. 

HOSPITAL FOR SICK CHILDREN, Great Ormond-street, W.C.1. 
Applications invited from registered dental practitioners for 
post of Part-time REGISTRAR. Successful candidate required 
to perform routine dental treatment for inpatient children for 
3—4 sessions per week, mainly at the Country Branch Hospital, 
Tadworth, Surrey. Appointment graded as that of Senior 
Registrar in accordance with the terms and conditions of service 
of hospital medical and dental staff (England and Wales). 

Further particulars and form of application, which must be 
returned by 2nd January, 1950, are obtainable from— 

i. RUTHERFORD, House Governor and Sec ‘retary. 
HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 60, Grove 
End-road, N.W.8. Required, HOUSE PHYSICIAN (A), Male, 
post vacant 16th January, 1950. Appointment for 6 months: 
Salary £150 p.a., with full residential emoluments. Practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts may apply. 

Applications should reach the Secretary on or before 30th 
December, 1949, with copies of 3 recent testimonials. 

LONDON CHEST HOSPITAL, E.2. 
THE CHEST. A vacancy occurs Ist February, 1950, for RESI- 
DENT SURGICAL OFFICER (B2) at the London Chest 
Hospital, E.2. Appointment for 6 months, of which 2 will be 
at the Country Branch and the post: is graded as Registrar. 
Previous surgical experience necessary. R practitioners holding 
A posts may apply. 

Applications, stating age, qualifications with dates, and 
previous appointments held, with copies of 3 testimonials, 
should reach undersigned by 28th December, 1949. 

London Chest Hospital, E Tuomas Brown, Secretary. 
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LONDON CHEST HOSPITAL, E.2. Hospitals for Diseases of 
THE CHEST. Vacancies occur Ist February, 1950, for 2 RESI- 
DENT HOUSE PHYSICIANS (B2) at the London Chest 
Hospital, E.2. Appointments for 6 months, of which 2 will be 
at the Country Branch and the posts are graded as House 
Officers. Duties include work in the Outpatient Department 
and Refill Clinics as well as in wards. R practitioners holding 
A posts may apply. é 

Applications, stating age, qualifications with dates, and pre- 
vious appointments held, with copies of 3 testimonials, should 
reach undersigned by 28th December, 1949. 

London Chest Hospital, E.2. THOMAS BROWN, Secretary._ 
KING EDWARD MEMORIAL HOSPITAL. Required, Registrar 
(B1), Resident Anesthetist. Appointment normally for 2 years. 
Salary £775, rising to £890. Terms and ee as approved 
= a medical staff. The holding of D.A be an 
advan 

Applications, stating age, nationality, qualifications with 
dates, and details of experience, with copies of 2 nous 
testimonials, to Secretary, South est Middlesex Hospita 
Management Committee, 1, Churchfield-road, Ealing, wis 
Closing date 28th December, 1949. , i 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.I8. House 
SURGEON (B2), resident, general and genito-urinary surgery, 
vacant ist February. 6 months’ appointment. Salary £400 
p.a. for second post held, or £450 p.a. for third or any subsequent 
post, less £100 p.a. for residence. Whole-time duties such as 
— may require. R practitioners holding A posts may 
apply 

Applications, stating age, ¢ qualifications, nationality, experience, 
with copies of recent testimonials, to Secretary by ond January. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. House 
PHYSICIAN (A), resident, vacant 24th January. 6 months” 
appointment. Salary £350 p.a. for first post held, £400 p.a. for 
second, and £450 p.a. for third or any subsequent post, less 
£100 p.a. for residence. Whole-time duties such as the Hospital 
may require. R prac titidners within 3 months of qualification 
may apply. 

Applications, stating age, qualifications, nationality, experience, 
with copies of recent testimonials, to Secretary by 2nd January. 
NATIONAL TEMPERANCE HOSPITAL, Hampstead-road, N.W.!. 
Required, CASUALTY OFFICER (B2). Previous hospital 
experience essential. Salary £400 or £450 p.a., according to 
experience, less £100 ».a. in respect of board, lodging, and 
other services. 

Applications, stating age, experience, qualifications, with 
names and addresses “Ss 2 ey s, to be sent by 10th January, 
1950, to— : JOLL Y, Secretary, 

Paddington Pa. ‘Hospital Management Committee. 

285, Harrow-road, London, W. 


POSTGRADUATE MEDICAL SCHOOL OF LONDON. Univer- 
SITY OF LONDON. HOUSE SURGEON (radiotherapy) required 
Ist February, 1950, or before. National Health Service terms. 
Apply the Dean, Postgraduate Medical School of London, 
Ducane-road, London, W.12, before 24th December, 1949. 


ROYAL FREE HOSPITAL, Gray’s Inn-road, W.C.!I. Required, 
RESIDENT ANASTHETIC REGISTRAR (Male or Female). 
Applicants must not be more than 10 years qualified and must 
possess the D.A. qualification. Duties to commence 15th 
January, 1950, for 1 year in the first instance. Salary scales and 
conditions of service will be in accordance with those laid down 
by the Ministry of Health, less deduction for residence. Suitably 
qualified R practitioners holding B2 posts, also those holding BL 
posts and ineligible tor H.M. Forces, are invited to apply. 

Application forms, obtainable from the House Governor. 
should be duly filled in and returned on or before the 31st 
December, 1949. 

ST. ALFEGE’S HOSPITAL, Greenwich, S.E.10. (837 Beds.) 
Required, HOUSE PHYSICIAN (A) or (32) at above Hospital. 
6 months’ appointment from approximately 25th January, 1950. 
Salary £350-£450 p.a., according to experience, less £100 p.a. 
in respect of board and lodging. R practitioners within 3 
months of qualification may apply. 

Applications, stating age, experience, and_ qualifications, 

with copies of 1—3 recent testimonials should reach the Secretary, 
Greenwich and Deptford Hospital Management Committee 
at above Hospital by 3rd January, 1950. 
ST. ANN’S GENERAL HOSPITAL, Sr. Ann’s-road, London, N.I5. 
ASSISTANT MEDICAL OFFICER (B1), resident, required. 
Junior Registrar status. Appointment for 6 months in the 
first instance. 

Applications, stating age, nationality, qualifications, and 
experience, with names of 3 referees, to be sent to the Sec retary, 
Tottenham Group Hospital Management Committee, The 
pe Tottenham, N.15, by 2nd January, 1950. 

ARY’S HOSPITAL, London W.2. Required, Outpatient 
HOUSE SURGEON (B2), non-resident. Candidates must have 
held an appointment as House Surgeon at this Hospital or at. 
some other general hospital approved by the Board of Governors. 
Appointment for 6 months at a salary of either £400 or £450 
».a., according to the experience of successful candidate, with 
unch and tea provided. R practitioners holding A posts may 
apply 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, and experience, should reach 
undersigned by 3lst December. 

29th November, 1949. W. PARKES, House Governor. 
ST. MARY’S HOSPITAL, London, W.2. Required, Resident 

ANAXSTHETIST (B2). Appointment for 6 months, at a salary 
ot either £400 or £450 p.a., according to experience of successful 
candidate, less £100 p.a. for board and residence provided. R 
practitioners now holding A posts may apply. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, and experience, should reach 
undersigned by 3ist December. 

30th November, 1949. Ww, 


PARKES, House Governor. 
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ST. MARY’S HOSPITAL, London, W.2. Required, Medical 
REGISTRAR. Candidates must be Fellows, Members, or 
Licentiates of the Royal College of Physicians, or graduates in 
medicine of a university in the British Empire. The grading 
of this post is either Registrar, £775 p.a., or Senior Registrar 
£ p.a., according to successful cs indidate’ 8 experience. 
—— for a first period of 12 months as from Ist February, 


Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, and details of previous 
appointments, with names and addresses of 3 referees, should 
reach undersigned by 31st December. 

_29th November, 1949. W. ParKEs, House Governor. 


ST. GEORGE’S HOSPITAL, S.W.!I. Applications invited for post 
of SURGICAL FIRST ASSISTANT (Senior Registrar). Salary 
is according to the scale laid down for Senior Registrars and is 
subject to the terms and conditions of service for hospital 
medical staff. Candidates must be Fellows of the Royal 
College of Surgeons. Appointment for 1 year in the first 
instance, commencing on or about 14th January, 1950. 
Applications, with names of 2 referees, should be sent by 
dist st December, 1949, to P. H. CONSTABLE, House Governor. 





ST. GEORGE’S HOSPITAL, S.W.1. Applications invited for post 
of Part-time SURGICAL SENIOR REG ISTRAR to the Depart- 
ment of Thoracic Surgery. Salary according to the scale laid 
down for Senior Registrars, and subject to the terms and condi- 
tions of service for hospital medical staff. Candidates should 
be Fellows of the Royal College of Surgeons. Appointment 
for a present maximum of 3 sessions a week, for 1 year in the 
first instance, and commences on or about 14th January, 1950. 

Applic ations, with names of 2 referees, should be sent by 
ist January, 195 0, to P. H. CONSTABLE, House Governor. 


ST. THOMAS’S HOSPITAL, London, S.E.!. Applications invited 
for post of REGISTRAR in the Anesthetic Department. Salary 
and other terms of service as laid down by the Ministry of 
Health. Whole-time, for 1 year in the first instance. 

Applications, stating age, qualifications with dates, and detail’ 
of experience, with names and addresses of 3 referees, to whom 
the Hospital may write, should be received by the Clerk of the 
Governors by 31st December, 1949 
SOUTHERN GROUP LABORATORY, situated at Park Hospital, 
Hither Green, London, 8.E.13. Applications invited for whole- 
time appointment of SENIOR REGISTRAR (B1), pathology, 
at Southern Group Laboratory. Commencing salary £1000 p.a. 
Applicants should have been qualified 4 years and should 
sess a good knowledge of clinical pathology in all branches : 
y, biochemistry, hematology, and morbid anatomy. 
Successful candidate required to assist in public health work 
undertaken at the Laboratory. 

Applications, stating age, qualifications, and experience, with 

copies of 3 recent testimonials or names of referees, should be 
sent to the Secretary, Lewisham Group Hospital Management 
Committee, Lewisham Hospital, London, 8.E.13, as soon as 
possible. 
SOUTH LONDON HOSPITAL FOR WOMEN AND CHILDREN, 
Clapham Common, 8.W.4. Applications invited from registered 
medical Female practitioners for appointment of GYNAXCO- 
LOGICAL HOUSE SURGEON (B2), vacant Ist February, 1950. 
Post recognised for the M.R.C.0.G. Appointment for 6 months. 
Salary £400 or £450 p.a., according to experience, less £100 for 
full residential emoluments. 

For form of application apply to the Senior Administrative 
Assistant at the Hospital. 


SOUTH LONDON HOSPITAL FOR WOMEN AND CHILDREN, 
Clapham Common, 8.W.4. Applications invited from registered 
medical Female practitioners for appointment of HOUSE 
SURGEON (A) or (B2), vacant Ist February, 1950. Appoint- 
ment for 6 months. Salary £350, £400, or £450 p.a., according 
to experience, less £100 for full residential emoluments. 

For form of application apply to the Senior Administrative 
Assistant at the Hospital. _ 


WEST LONDON HOSPITAL. "(238 Beds.) Hammersmith, West 
LONDON, AND ST. MARK’S HOSPITALS. SENIOR REGISTRAR 
required for Gynecological Department for 5 half-days per week, 
remuneration in accordance with the national scale. Duties 
include teaching. 

Please state age and full details of experience with dates, 
qualifications with dates, and medical school. Applications to 
be sent by first post, 6th January, to— 

West London Hospital. C. R. LOCKHART, Secretary. 


WOOLWICH GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications invited for post of JUNIOR OBSTET- 
RICAL REGISTRAR (B1), Male or Female, for duty at the 
British Hospital for Mothers and Babies, Woolwich, and at other 
hospitals within the group if required. Appointment is for 
1 year from 1st February, 1950, and is recognised for M.R.C.0O.G. 
Salary £670 p.a., less £150 p.a. for board and lodging. 
Applications, stating age, qualifications, and experience, 
to be sent to Secretary, Woolwich Group Hospital  daiaaes nt 
Committee, Memorial Hospital, Shooters Hill, 8.E.18 


Provincial 


ABERDEEN. WOODEND HOSPITAL. Board of Management for 
ABERDEEN GENERAL HOSPITALS. A MEDICAL LABORATORY 
TECHNICIAN is required for above Hospital. Applicants 
should have training in medical biochemistry, some experience 
in routine bacteriology, and must have passed the Intermediate 
Examination of the Institute of Medical Laboratory Technolegy 
or be an Associate of the Institute. Post is superannuable 
and will be subject to medical examination. Salary in accord- 
ance with Whitley Council scales for Medical Laboratory 
Technicians. 

Applications should be submitted, with copies of 2 testimonials, 
to the Secretary and Treasurer, Board of Management for the 
Aberdeen General Hospitals, 62, Queen’s-road Aberdeen, 
by 24th December, 1949. 























ASHTON-U NDER-LYNE. LAKE HOSPITAL. (600 Beds.) 
Required, Male HOUSE PHYSICIAN (A) at a salary of £350 
p.a., less £100 p.a. for residential emoluments. R practitioners 
within 3 months of qualification may apply, when appointment 
will be limited to 6 months. Lake Hospital, Ashton-under-Lyne, 
is a large general hospital 6 miles from Manchester, and this post 
offers excellent opportunity to gain experience with acute and 
chronic sick cases. 

Applications should be addressed to 

R. W. McvVirty, Secretary, Ashton, Hyde and 
Glossop Hospital Management Committee. 

Astley-road, Stalybridge, Cheshire. 

AYLESBURY AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. ROYAL BUCKINGHAMSHIRE HOSPITAL, AYLESBURY. 

CASUALTY OFFICER #82), resident, post vacant now. Duties 
include House Surgeon to Orthopedic and Accident Depart- 
ments. Salary according to national scale, plus £50 p.a. 

_ Applications, with 2 names for reference, as soon as possible 
to Secretary-Superintendent. 

AYLESBURY AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. S8T. JOHN’S HOSPITAL, STONE, near AYLESBURY, 
BUCKS. (Psychiatric—650 Beds.) Required, JUNIOR REGIS- 
TRAR. The Hospital is recognised for training for the D.P.M. 
It is closely associated with the Department of Psychiatry 
at the Royal Buckinghamshire Hospital. Salary £670 p.a. 
Accommodation is available for married or single Men, or 
Women, at moderate charge. 

Applications forthwith, with names of 2 referees, to Physician- 

Superintendent, from whom further particulars may be obtained 
if requested. 
BARNET, HERTS. WELLHOUSE HOSPITAL. (500 Beds.) 
Required, HOUSE SURGEON (A). Salary and conditions of 
service in accordance with the terms and conditions of service 
for hospital medical and dental staffs (England and Wales). 

Applications, with full details, to the Medical Director of the 

Hospital. 
BARNET, HERTS. WELLHOUSE HOSPITAL. (500 Beds.) 
Required, HOUSE PHYSICIAN (A). Salary and conditions of 
service in accordance with the terms and conditions of service 
for hospital medical and dental staffs (England and Wales). 

Applications, with full details, to the Medical Director of the 
Hospital. 

BARNET, HERTS. WELLHOUSE HOSPITAL. (500 Beds.) 

Required, HOUSE SURGEON (B2), E.N.T. Salary and condi- 

tions of service in accordance with the terms and conditions 

cS a for hospital medical and dental staffs (England and 
ales) 

Applications, with full details, to the Medical Director of the 
Hospital. 

BARNSLEY. ST. HELEN HOSPITAL. Required, House Physician, 
post vacant 14th January, 1950, for the General an@ Children’s 
Wards at above Hospital. Salary, &c., in accordance with terms 
and conditions of service of hospital "medical and dental staff. 

Applications, with copies of 2 recent testimonials, to be sent 

as soon as possible to— H. NUNN, Secretary, 
Barnsley Hospital Manageme nt Committee. 

33, Gawber-road, Barnsley. 

BARNSLEY. BECKETT HOSPITAL. Barnsley Hospital Manage- 
MENT COMMITTEE. Required, HOUSE SURGEON (A) at above 
Hospital. Salary £350 p.a. A deduction of £100 p.a. will be made 
in respect of board, lodging, and other services provided. 
R practitioners within 3 months of qualification may apply, 
when appointment will be limited to 6 months. 

Applications, with —— of 2 testimonials, to be forwarded 
as soon as possible to J. NUNN, Secretary. 

33, Gawber-road, ate 3 y. = 
BIRMINGHAM ACCIDENT HOSPITAL AND REHABILITATION 
CENTRE. (205 Beds.) BIRMINGHAM (SELLY OAK) HOSPITAL 
MANAGEMENT COMMITTEE, GROUP NO. 25. Required, RESIDENT 
ANASTHETIST JUNIOR REGISTRAR (B1), post now vacant. 
Salary £670 p.a., less value of residential emoluments. Appoint- 
ment in the first place for 6 months. Suitably qualified R 
practitioners holding B2 appointments, also those holding B1 and 
ineligible for H.M. Forces, are invited to apply. 

Applications, with 2 testimonials, should be sent to the 
Secretary, Birmingham Accident Hospital, Bath-row, Birming- 


ham, 15. 


BIRMINGHAM ACCIDENT HOSPITAL AND REHABILITATION 
CENTRE. (205 Beds.) BIRMINGHAM (SELLY OAK) HOSPITAL 
MANAGEMENT COMMITTEE, GROUP NO. 25. Required, HOUSE 
SURGEON (A) or (B2), Male or Female, post now vacant. 
Salary £350, £400, or £450 p.a., according to experience, less 
£100 for board and lodging. Appointment will, in the first 
instance, be for 6 months. 

Applications to be forwarded to the Secretary, Birmingham 

Accident Hospital, Bath-row, Birmingham, 15. 
BIRMINGHAM ACCIDENT HOSPITAL AND REHABILITATION 
CENTRE. (205 Beds). BIRMINGHAM (SELLY OAK) HOSPITAL 
MANAGEMENT COMMITTEE, GROUP NO. 25. Applications invited 
from registered medical practitioners, Male and Female, for 
appointment of HOUSE SURGEON (A) or (B2), now vacant, 
to care for patients in association with the Medical Research 
Council Industrial Medicine and Research Units. Salary £350 
p.a. for A post, £400 or £450 p.a., according to experience, for 
B2 post, less £100 for board and lodging. Appointment for 
6 months with subsequent opportunities for Research'or Surgical 
Registrar post. 

Applications to Secretary, 
Bath-row, Birmingham, 15. 
BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, Solihull 
BIRMINGHAM (SELLY OAK) HOSPITAL MANAGEMENT COMMITTEE, 
GROUP NO. 25. Required, HOUSE SURGEON (B2). Appoint- 








Birmingham Accident Hospital, 


ment for 6 months in the first instance and the salary £300- 
£350 p.a., according to experience, with residential emoluments. 





| 


' 


‘Applications, stating age, nationality, qualifications, and 
experience, with copies of 3 testimonials, to be sent to the 
Medical Superintendent, by 31st December, 1949. 
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BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, Solihull. 
BIRMINGHAM (SELLY OAK) HOSPITAL MANAGEMENT COMMITTEE, 
GROUP NO. 25. Required, HOUSE PHYSICIAN (B2). 
Appointment for 6 months in the first instance and the salary 
£300-£350 p.a., according to experience, with residential 


emoluments. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of 3 testimonials, to be sent to the 
Medical Superintendent, by 31st December, 1949. 


BIRMINGHAM, 16. THE CHILDREN’S HOSPITAL, King 
EDWARD VII MEMORIAL. THE UNITED BIRMINGHAM HOSPITALS. 
Applications invited from registered medical practitioners, 
Male or Female, for following resident posts :— 

HOUSE SURGEON (A) or (B2). 
s yh tee (A) or = to the E.N.T., Orthopeedic, 

n en epartments. Appointment recognised by the 
Conjoint Board for the D.L.O. - , 

Duties in each case commence 1st February, 1950, and 
appointments are for 6 months. Salaries £350—£450 p.a., accord- 
ing to experience, with a deduction of £100 p.a. in respect of 
residential emoluments. R practitioners within 3 months of 
qualification or holding A posts may apply. 

Applications, to be made on prescribed form, should be received 
by undersigned by 30th December, 1949, 

26th November, 1949. N. R. Wrinwoop, House Governor. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOSPITALS. 
Required, RESIDENT ANAESTHETIST (Male or Female). 
Applicants should have already held at least a 6 months’ hospital 
appointment. Appointment for period ending 31st July, 
1950, and is recognised for the D.A. Appointee required to under- 
take a rota of duties at the General Hospital and the Maternity 
— ca eee £400-£450 p.a., less deduction for residential 


Applications, with full particulars, should be sent by 31st 
December, 1949, to— 
. HURFORD, Secretary, United Birmingham Hospitals. 

The Queen Elizabeth Hospital, Birmingham, 15. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOSPITALS. 
Required, ASSISTANT RESIDENT MEDICAL OFFICER 
AND JUNIOR REGISTRAR (B1) for duty at the General 
Hospital. Salary in accordance with terms and conditions of 
service of hospital medical and dental staff. Appointment in 
the first instance for the period ending 30th June, 1950, renewable. 
Candidates must be registered medical practitioners and have 
held a resident appointment in a teaching hospital. 

Applications, stating age, qualifications, experience, nation- 
ality, and present post, with copies of 3 recent testimonials, 
should be sent by 3lst December, 1949, to— 

G. HurForD, Secretary, United Birmingham Hospitals. 

The Queen Elizabeth Hospital, Birmingham, 15. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOSPITALS. 
Required, RESIDENT SURGICAL REGISTRAR (B1) in the 
Department of Surgery. Salary in accordance with terms and 
conditions of service of hospital medical and dental staff (England 
and Wales) and with the grade of the Officer appointed. Appoint- 
ment in the first instance for period ending 30th June, 1950, 
renewable. Candidates must have held a resident appointment 
in an approved Hospital. 

Applications, stating age, qualifications, experience, nation- 
ality, and present post, with copies of 3 recent testimonials, 
should be sent by 31st December, 1949, to— 

G. HuRForD, Secretary, United Birmingham Hospitals. 

The Queen Elizabeth Hospital, Birmingham, 15. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOSPITALS. 
Required, SURGICAL REGISTRAR (B1), non-resident, in 
the Department of Surgery. Appointment in the first instance 
for the period ending 30th June, 1950, renewable. Salary in 
accordance with terms and conditions of service of hospital 
medical and dental staff (England and Wales) and with the grade 
of the Officer appointed. Candidates must have held a resident 
appointment in an approved Hospital. 

Applications, stating age, qualifications, experience, nation- 
ality, and present post, with copies of 3 recent testimonials, 
should be sent by 31st December, 1949, to— 

: G. HuRForRD, Secretary, United Birmingham Hospitals. 

The Queen Elizabeth Hospital, Birmingham, 15. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOSPITALS. 
THE BIRMINGHAM AND MIDLAND HOSPITAL FOR WOMEN, Showell 
Green-lane, SPARKHILL, BIRMINGHAM, 11. Required, HOUSE 
SURGEON (B2), Male or Female. Appointment for 6 months 
from Ist February, 1950. Salary in accordance with national 
scales for House Officers, with full residential emoluments. 
R practitioners holding A posts may apply. 

Applications, with copies of 2 testimonials, to be sent immedi- 
ately to BERNARD SYLVESTER, House Governor. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOSPITALS. 
THE BIRMINGHAM AND MIDLAND HOSPITAL FOR WOMEN, Showell 
Green-lane, SPARKHILL, BIRMINGHAM, 11. Required, GYNA&CO- 
LOGICAL REGISTRAR (B1), post now vacant. Appointment 
for 1 year, and will be graded according to qualifications and 
experience. Post recognised for the examination of the Royal 
College of Obstetricians and Gynecologists and applicants 
= have held house appointments and at least 1 obstetrical 
0st. 

Applications, stating qualifications, experience, nationality, 
and age, with names and addresses of 3 referees, should be 
sent immediately to BERNARD SYLVESTER, House Governor. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOSPITALS. 
BIRMINGHAM MATERNITY HOSPITAL, Love day-street, BIRMING- 
HAM, 4. Required, RESIDENT SURGICAL OFFICER (B1). 
Registrar, post vacant Ist March, 1950. Grading of appointment 
will be according to qualifications and experience. Post recog- 
nised for the examination of the Royal College of Obstetricians 
and Gynecologists, and applicants should have held house 











appointments and at least 1 obstetrical post. 
Applications, stating qualifications, experience, nationality, 

and age, with names and addresses of 3 referees, should be sent 

immediately to BERNARD SYLVESTER, House Governor. 
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BIRMINGHAM, I8. DUDLEY ROAD HOSPITAL. The Birm- 
INGHAM (DUDLEY ROAD) GROUP OF HOSPITALS. Applications 
invited for under-mentioned posts :— 

SENIOR ANAESTHETIC REGISTRAR. 

ANASSTHETIC REGISTRAR. 

The posts, which are non-resident, will be centred at Dudley 
Road Hospital (980 Beds), but the duties will cover other 
hospitals within the group. Considerable experience in anss- 
thetics is required and applicants for the post of Senior Registrar 
must hold the D.A.; preference given to applicants holding the 
D.A. in the appointment of the Registrar. Appointments will 
be made in accordance with the terms and conditions of service 
of hospital medical and dental staffs (England and Wales). 

Applications, stating age, qualifications, and experience, with 
copies = 3 recent testimonials, should be sent by 24th December, 
1949, to— 

J. PRESTON, Secretary, Hospital Management Committee. 

Dudley Road Hospital, Birmingham, 18.0 
BATH HOSPITAL MANAGEMENT COMMITTEE invite appli- 
cations for post of REGISTRAR (non-resident) in the Obstetrical 
and Gynecological Department of the Bath Group of Hospitals. 
Salary in accordance with terms and conditions of service laid 
down by the Ministry of Health. 

Applications, stating age, qualifications, and experience, with 
copies of 3 recent testimonials, to be received by undersigned by 
2nd January, 1950. 

Manor Hospital, Bath. 


BATH. ST MARTIN’S HOSPITAL. Required, House Officer 
to the Obstetrical Department. Salary in accordance with terms 
and conditions of service laid down by Ministry of Health. 
R practitioners within 3 months of qualification considered. 
Applications, stating age, qualifications, and experience, with 
copies of 3 recent testimonials to be received by undersigned by 
23rd December, 1949. J. LAWRENCE MEaRs, Secretary, 
Bath Hospital Management Committee. 
Manor Hospital, Bath. wea: 
BATH. ST. MARTIN’S HOSPITAL. Required, House Surgeon 
(A). Salary £250 p.a., plus usual residential emoluments. 
Applications, stating age, qualifications, and experience, with 
copies of 3 recent testimonials, to be received by undersigned 
by 28th December, 1949. 
J. LAWRENCE MEARS, Secretary, 
Bath Hospital Management Committee. 
Manor Hospital, Bath. 
BATH. ST. MARTIN'S HOSPITAL. Required, 2 House Physicians. 
Salary in accordance with terms and conditions of service laid 
down by Ministry of Health. Practitioners within 3 months 
of qualification considered. 
Applications, stating age, qualifications, and experience, with 
copies of 3 recent testimonials, to be received by undersigned by 
23rd December, 1949. J. LAWRENCE MEaRs, Secretary, 
Bath Hospital Management Committee. 
Manor Hospital, Bath. 


BARROW-IN-FURNESS. RISEDALE MATERNITY HOSPITAL. 
Required, RESIDENT JUNIOR OBSTETRIC REGISTRAR 
(B1), Male or Female, at above Hospital, post vacant in mid- 
February, 1950. Appointment subject to the Ministry of Health 
terms and conditions of service, with full residential emolu- 
ments valued at £100 p.a. Applicants must have had previous 
obstetric experience, and the possession of D.Obst. R.C.0.G. 
an advantage. Applications from practitioners holding Bl 
appointments cannot be considered unless they are ineligible 
for H.M. Forces. The Hospital consists of 36 obstetric beds and 
18 gyneecological beds and is under the clinical charge of a 
Consultant Obstetrician and Gynecologist. Hospital is a 
training school for the Part I Midwifery Examination of the 
Central Midwives Board, and application has been made for 
recognition by the R.C.0O.G. 

Applications, stating age, qualifications, and experience, with 
copies of 2 recent testimonials, should be delivered as soon as 
possible to— J. NEWMAN, Secretary, Barrow and 

Furness Hospital Management Committee. 

52, Paradise-street, Barrow-in-Furness. 

BILLERICAY. ST. ANDREW’S HOSPITAL. Required, House 
SURGEON (B2). Appointment for 6 months. Salary £350-£450 
p.a., according to experience, less £100 in respect of full reside atial 
emoluments. Applications from R practitioners holding A posts 
may be accepted. 

Applications, with copies of 3 recent testimonials, should be 
forwarded as soon as possible to— 

G. E. Wyte, Deputy Secretary, 
South East Essex Hospital Management Committee. 

Secretary’s Office, Thurrock Hospital, Grays, Essex. 
BILLERICAY. ST. ANDREW’S HOSPITAL. Required, House 
PHYSICIAN (B2), post vacant from Ist January, 1950. Salary 
scale £400-£450 p.a., according to experience, less £100 p.a. 
in respect of full residential emoluments. 6 months’ appointment 
in the first instance. Applications from RK practitioners now 
holding A posts may apply. 

Applications, with copies of 1-3 recent testimonials, should 
be forwarded as soon as possible to— 

G. E. Whyte, Deputy Secretary, 
South East Essex Hospital Management Committee. 
Thurrock Hospital, Stifford Long-lane, Grays, Essex, 
7th December, 1949. 


BLACKPOOL. VICTORIA HOSPITAL. (315 Beds.} Blackpool and 
FYLDE HOSPITAL MANAGEMENT COMMITTEE. Applications invited 
for following appointments :— 

HOUSE SURGEON (B2), Eye and E.N.T. 

Post recognised for D.O.M.S. examination. 

HOUSE SURGEON (B2), Orthopedic Department. 
Salaries and conditions of service in accordance with terms 
issued by the Ministry of Health. R practitioners holding A 
posts may apply. 

Applications, stating age, qualifications, and nationality, 
with copies of 3 recent testimonials, should be sent to the 
Administrative Officer, Victoria Hospital, Blackpool. 


J. LAWRENCE MEARS, Secretary. 





Department. 
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BLACKPOOL. VICTORIA HOSPITAL. Required, Full-time 
REGISTRAR to the E.N.T. Department, of Junior Registrar 
or Re gistrar status according to qualifications and experie nce. 
Salary: Junior Registrar £670 p.a.; Registrar £775—-£890 p.a. 
Post is non-resident ; candidates must have had experience in 
E.N.T. work. 

Applications, stating’age and qualifications with dates, with 
copies of 3 recent testimonials, should be sent to 

WALTER R. SMITH, Secretary, 
Blackpool and Fylde Hospital Management Committee. 
Victoria Hospital, Blackpool. 


BLACKPOOL. VICTORIA HOSPITAL. (315 Beds.) Blackpool 
AND FYLDE HOSPITAL MANAGEMENT COMMITTEE. Applications 
invited for whole-time appointment of SURGICAL REGIS- 
TRAR, in accordance with the terms and conditions of service for 
hospital staff, post vacant 4th January, 1950. men first 

year £775 p.a., second year £890 p.a. Tenure of post 1 year, 
ancl, A for a further period of 1 year. Applicants should 
have held house appointments and had surgical Pi 
preference given to candidates holding Diploma of F.R.C.S. 

Applications, stating age, qualifications with ioe and 
particulars of experience, with copies of 3 recent testimonials or 
names of referees, should be forwarded to the Administrative 
Officer, Victoria Hospital, Blackpool, 


es VICTORIA HOSPITAL. ~ IS Beds.) Blackpool 
ND FYLDE HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT ANASTHETIST (B2), post vacant 17th December, 
1949. Tenable for 6 months. Female practitioners only are 
invited to apply. Post recognised for the D.A. Salary in 
accordance with Ministry of Health terms and conditions—i. e., 
first post held £350 p.a., second post held £400 p.a., third or 
subsequent post £450 p.a., less £100 for residential emoluments. 
Applications, stating age, qualifications with dates, and 
details of experience, with 3 recent testimonials or names of 
referees, should be sent to the Administrative Officer, Victoria 
Hospital, Blackpool. 
CLATTERBRIDGE GENERAL HOSPITAL, 


BEBINGTON. 
BEBINGTON, WIRRAL, CHESHIRE. (622 Beds.) HOUSE SUR- 
Appointment for 6 months. Salary 








GEON (orthopsedics). 
£350-£450 p.a., according to experience, less £100 p.a. residence. 

Applications, with names of 2 referees, to Medical Superin- 
tendent. 
te ge ST ANNE’S EAR, NOSE AND THROAT HOS- 

L, near MANCHESTER. (50 Beds.) Required HOUSE 

OF FICE R (B2), second or third year, to commence duties on 
or about Ist January, 1950, 6 months’ appointment. Salary 
£400-£450, according to previous posts held, less £100 for 
residential emoluments. R_ practitioners holding A posts may 
apply. R practitioners holding B2 posts not considered unless 
ineligible for H.M. Forces. 

Applications should be sent to the Secretary, North and Mid- 

heshire Hospital Management Committee, The Hospital, 
Sinderland-road, Altrincham, Cheshire 
BOLTON ROYAL INFIRMARY. (250 Beds—Resident Medical 
Staff of 8.) Required, HOUSE PHYSICIAN (A), Male or Female, 
post vacant January, 1950. Appointment for 6 months with 
salary £350 p.a., less £100 for board and lodgings, in accordance 
with the terms issued by the Ministry of Health. R practi- 
tionérs, ineligible for H.M. Forces or under 25} years not having 
held an A post, considered. 

Applications, stating age, nationality, and experience, with 
copies of testimonials, to be forwarded immediately to— 

H. P. Travis, Secretary, Bolton and 
District Hospital Management Committee. 

BOLTON ROYAL INFIRMARY. (250 Beds—Resident Medical 
Staff of 8.) Required, HOUSE SURGEON (A), Male or Female, 
post vacant January, 1950. Appointment for 6 months with 
salary £350 p.a., less £100 for board and lodgings, in accordance 
with terms issued by the Ministry of Health. R practitioners, 
ineligible for H.M. Forces or under 25} years not having held 
an A post, considered. 

Applications, stating age, nationality, and experience, with 
copies of testimonials, to be forwarded immediately to— 

. TRAVIS, Secretary, Bolton and 
District ‘Hospital Management Committee. 


BOL TON. TOWNLEYS HOSPITAL. (510 Beds.) Required, 
HOUSE PHYSICIAN (A), Male or Female,~post vacant 
January, 1950. Appointment for 6 months with salary £350 p.a., 
less £100 for board and lodgings, in accordance with the terms 
issued by the Ministry of Health. R practitioners, ineligible 
for H.M. Forces or under 25} years not having held an A post, 
considered. ~ 

Applications, stating age, nationality, and experience, with 
copies of testimonials, to be forwarded immediately to— 

. P. TRAvIs, Secretary, Bolton and 
District Hospital Management Committee. 


BRISTOL. SOUTHMEAD GENERAL HOSPITAL GROUP 
MANAGEMENT COMMITTEE. (Southmead General and Maternity 
Hospital—539 Beds, including 133 maternity beds and Pre- 
mature Baby Unit. Hospital is Obstetric School of Bristol 
University and is associated with University Department of 
Child Health and Pediatrics.) Required, ANASSTHETIC 
REGISTRAR (B1), post now vacant. Salary £775-£890 p.a., 
with a deduction at rate of £130 p.a. if resident, and conditions 
of service are those approved for the National Health Service. 
Candidates should have had considerable experience in the 
administration of anesthetics, and the possession of the D.A. 
an advantage. Appointee will be based at Southmead Hospital 
but may have duties at other hospitals in the Group. Appoint- 
ment subject to National Health Service superannuation regula- 
tions and will be for 1 year in the first instance, renewable for a 
further period of 1 year. 

Applications, stating age, nationality, qualifications, and 
experience, with names and addresses of 3 referees, must reach 
undersigned by 3lst December, 1949 





C. HANCOCK, Secretary. 
, Upper Belgrave-road, Clifton, Bristol 8. 








BRISTOL. SOUTHMEAD GENERAL HOSPITAL GROUP 
MANAGEMENT COMMITTEE. Applications invited from registered 
medical practitioners, Male or Female, for following resident 
appointments for 6 months, commencing Ist March, 1950: 
Southmead General Hospital (Southmead Hospital is a 
general and maternity hospital of 539 Beds, including 
133 maternity beds and a Premature Baby Unit. It is 
the Obstetric School of the University of Bristol and is 
associated with the University Department of Child 
Health and Prediatrics) 

B1 posts.—Suitably qualified practitioners holding B2 appoint- 
ments and those holding B1 posts and ineligible for H.M. Forces 
may apply 

OBSTE sTRIC OFFICER. 

ANASTHETIST. 

ASSISTANT CLINICAL PATHOLOGIST (with blood 

transfusion duties) for Pathological Department. 

B2 posts.— t practitione rs holding A posts may apply. 

ASSISTANT CLINICAL PATHOLOGIST (with blood 

transfusion duties) ef oe Department. 

3 OBSTE wTRIC — 

ANXSTHETIS 

HOUSE SU RG EON (genito-urinary). 

HOUSE PHYSICIAN (pediatrics). 

2 CASUALTY OFFICERS (1 of whom will also cover duties 

in E.N.T. and Orthopedic Departments). 

A or B2 posts.—R practitioners holding A posts, and those 
within 3 months of qualific ation, may apply. 

3 HOUSE SURGEONS. 

3 HOUSE PHYSICIANS 

Snowdon Road Hospital "(300 Beds—chronic sick) 

HOUSE PHYSICIAN (A) or (B2). 

Salaries £350-£450 p.a., according to posts held, less £100 p.a. 
for board-residence. 

Application forms obtainable from undersigned, to whom 
they should be returned by 3lst December, 1949. Candidates 
applying for more than 1 post —a state the order of their 
ee. - C. Hanc Doak, Secretary. 

. Upper Belgrave-road, Clifton’ Bristol, 
sRETOR SOUTHMEAD GENERAL HOSPITAL GROUP 
MANAGEMENT COMMITTEE. Southmead General and Maternity 
Hospital (539 Beds, including 133 maternity beds and Premature 
Baby Unit-—Hospital is Obstetric School of Bristol University 
and is associated with University Department of Child Health 
and Prediatrics). Required, MEDICAL REGISTRAR (B1), 





& post vacant Ist March, 1950. Salary £775-£890 p.a., and 


conditions of service, are those approved for the National 
Health Service. Possession of a higher qualification in general 
medicine will be consi@#ered an advantage. Appointee will be 
based at Southmead Hospital but may have dytie’ at other 
hospitals in the Group. Appointment subject to National Health 
Service superannuation regulations and will be far [year in 
the first instance, renewable for a further period of 1 year. 

Applications, stating age, nationality, qualifications, and 
experience, with names and addresses of 3 referees, must reach 
under signed by 7th January, 19: sm 

C. Hancock, Secretary. 

11, Upper Belgrave-road, ¢ ‘lifton, Bristol, 8. 

BRISTOL. SOUTHMEAD GENERAL HOSPITAL GROUP 
MANAGEMENT COMMITTEE. Southmead General and Maternity 
Hospital (539 Beds, including 133 maternity beds and Premature 
Baby Unit—Hospital is Obstetric School of Bristol University 
and is associated with University Department of Child Health 
and Peediatrics). Required, OBSTETRIC AND GYNACCO- 
LOGICAL REGISTRAR (B1) at Southmead Hospital, post 
vacant Ist March, 1950. Appointee may have duties in the 
United Bristol Hospitals and at other hospitals in the Group. 
Salary £775-£890 p.a., in accordance with the terms and condi- 
tions of service for hospital medical and dental staff. Candidates 
should have had considerable experience and hold the M.R.C.0O.G. 
Appointment subject to National Health Service superannuation 
regulations and will be for 1 year in the first instance, renewable 
for a further period of 1 year. 

Applications, stating age, nationality, qualifications, and 
experience, with names and addresses of 3 referees, must reach 
undersigned by 7th January, 1950. 

C. C. Hancock, Secretary. 
1, Upper Belgrave-road, Clifton, Bristol, 8. 

BRISTOL. SOUTHMEAD GENERAL HOSPITAL GROUP 
MANAGEMENT COMMITTEE. Southmead General and Maternity 
Hospital (539 Beds, including 133 maternity beds afid Premature 
Baby Unit—Hospital is Obstetric School of Bristol University 
and is associated with University Department of Child Health 
and Peediatrics). Required, SENIOR OBSTETRICAL AND 
GYNACOLOGICAL REGISTRAR (B1) at Southmead Hospital, 
post vacant Ist March, 1950. Appointee may have duties in 
the United Bristol Hospitals and at other hospitals in the Group. 
Salary £1000-£1300 p.a., in accordance with the terms and 
conditions of service for hospital medical and dental staff. 
Candidates should have had considerable experience and hold 
the M.R.C.O.G. Appointment subject to National Health 
Service superannuation regulations and will be for 1 year in 
the first instance renewable to a maximum of 3 years. 

Applications, stating age, nationality, qualifications, and 
experience, with names and addresses of 3 referees, must reach 
undersigned by 7th January, 1950. 

C. C. Hancock, Secretary. 

11, Upper Belgrave-road, Clifton, Bristol, 8. 

BRISTOL MATERNITY HOSPITAL. United Bristol Hospitals. 
Applications invited from registered medical practitioners for 
post of HOUSE SURGEON (B2) to the Bristol Maternity 
Hospital for 6 months commencing Ist March, 1950. Salary 











and conditions of service are in accordance with those laid 
down by the Ministry of Health. 
the R.C.0.G. 
Applications on forms obtainable from undersigned should be 
returned on or before 31st December, 1949. 
STEPHEN C. MERIVALE, Secretary to the Board. 
Royal Infirmary Branch, Bristol, 2. 


Appointment recognised by 
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BRISTOL ROYAL HOSPITAL. United Bristol! Hospitals. Appli- 
cations invited from registered medical practitioners for following 
resident appointments for 6 months commencing Ist March, 1950: 

_ Infirmary Branch 

SENIOR CASUALTY OFFICER (B1). 

2 ORTHOPADIC HOUSE SURGEONS (A) or (B2). 

GENITO-URINARY HOUSE SURGEON (B2). 

RESIDENT ANASTHETIST (B1). 

JUNIOR RESIDENT ANA STHETIST (B2). 

General Hospital Branch 

DERMATOLOGICAL HOUSE PHYSICIAN (A) or (B2). 

RADIOTHERAPY HOUSE SURGEON (A) or (B2). 

2 E.N.T. HOUSE SURGEONS (A) or (B2). 

2 GYNACOLOGICAL HOUSE SURGEONS (A) or (B2). 
Applicants for A posts should be within 3 months of qualification, 
and those for B2 posts should now be holding A posts. Candidates 
for B1 posts should be holding B2 posts or have been rejected 
for national service. Salaries and conditions of service are in 
accordance with those laid down by the Ministry of Health. 

Applications on forms obtainable from undersigned should be 
returned on or before 31st December, 1949. 

STEPHEN C. MERIVALE, Secretary to the Board. 

Royal Infirmary Branch, Bristol, 2. s 
BRISTOL ROYAL HOSPITAL. United Bristol Hospitals. Appli- 
cations invited from registered medical practitioners for 2 posts 
of JUNIOR REGISTRAR CLINICAL PATHOLOGIST. 
Appointments tenable for 1 year from ist March, 1950, and 
the candidates appointed may be required to reside in the Royal 
Infirmary for a portion of this period. Appointment will: be 
in the Infirmary Branch, but work will include some duties in 
connexion with the blood-transfusion service of the Hospital. 
Previous experience in pathology is not essential. Salary and 
conditions of service are in accordance with those laid down 
by the Ministry of Health. 

Applications, stating age, qualifications, and experience, and 
giving names of 2 referees, should be sent to undersigned by 
31st December, 1949. 

STEPHEN C. MERIVALE, Secretary to the Board. 

Royal Infirmary Branch, Bristol, 2. 

BRISTOL ROYAL HOSPITAL. United Bristol Hospitals. Appli- 
cations invited for post of SENIOR RESIDENT OFFICER 
(B1) in the Royal Infirmary Branch. Appointment, which may 
be combined with a Casualty, House Surgeon, or House Physician 
appointment, is tenable for 1 year, and renewable for a further 
period of 1 year, and will be vacant Ist March, 1950. Salary 
and terms and conditions of service as published by the Ministry 
of Health for Junior Hospital Medical Officers. Applications 
from practitioners holding B1 posts cannot be considered unless 
ineligible for H.M. Forces. 

Applications, with copies of 3 testimonials, should be made on 
form obtainable from the Hospital and should state which of 
the posts the applicant would wish to hold concurrently with 
that of Senior Resident Officer. Closing date for applications 
31st December, 1949. 

STEPHEN C. MERIVALE, Secretary to the Board. 

Royal Infirmary Branch, Bristol, 2. 

BRISTOL ROYAL HOSPITAL FOR SICK CHILDREN. United 
BRISTOL HOSPITALS. Applications invited from registered medical 
practitioners for 3 posts of ASSISTANT RESIDENT MEDICAL 
OFFICER (B2) in the Bristol Royal Hospital for Sick Children 
for 6 months commencing Ist March, 1950. Salary and conditions 
of service in accordance with those laid down by the Ministry of 
Health. 

Applications on forms obtainable from undersigned should be 
returned on or before 31st December, 1949. 

STEPHEN C. MERIVALE, Secretary to the Board. 

Royal Infirmary Branch, Bristol, 2. 

BRAINTREE. BLACK NOTLEY HOSPITAL, near Braintree, 
ESSEX. RESIDENT HOUSE OFFICER (second or third post) 
required in the Pulmonary Tuberculosis Unit of about 170 Beds. 
Salary in accordance with terms of service issued by the Ministry 
of Health. Appointment for initial period of 6 months from 
2ist January, 1950. 

Applications, with copies of 3 recent testimonials, should be 

forwarded to the Secretary, Colchester Group Hospital Manage- 
ment Committee, 14, Pope’s-lane, Colchester. 
BURNLEY. VICTORIA HOSPITAL. (183 Beds.) Required, 
RESIDENT HOUSE PHYSICIAN (A), post vacant 3rd Jan- 
uary, 1950. Appointment for 6 months and salary in accordance 
with the terms and conditions of service of hospital medical 
staff in the National Health Service. 

Applications, with copies of 3 testimonials, should be sent 
forthwith to- J. E. WHEATCROFT, Secretary, Burnley and 

District Hospital Management Committee. 

Victoria Hospital, Burnley. 


BURTON-ON-TRENT GENERAL INFIRMARY. (Acute General 


Hospital—235 Beds.) SENIOR REGISTRAR AN4S- 
THETIST (B1) required. New appointment. Candidates 
should have considerable experience and hold the D.A. Salary 


£1000-£1300 according to Ministr$ of Health regulations. 

Applications, with copies of testimonials, to be sent imme- 
diately to . E. SMITH, Secretary, 

Burton-on-Trent Hospital Management Committee. 

BURY, LANCS. FLORENCE NIGHTINGALE HOSPITAL. 
(An Infectious Diseases Hospital of 120 Beds.) Required, 
RESIDENT HOUSE PHYSICIAN (A) or (B2). To be respon- 
sible for the cases of infectious diseases in the Hospital but 
also certain duties in connexion with medjcal cases in Bury 
General Hospital. Tenure of appointment 6 months. Salary, &c. 
in accordance with terms and conditions of service for hospital 
medical and dental staff (England and Wales)—viz., £350-£450 
p.a., according to experience, with deduction of £100 p.a. for 
board, &c. 

Applications, stating age, nationality, qualifications, and 
experience, should be forwarded immediately to undersigned, 
from whom further particulars can be obtained. 


om 


H. WILKINSON, Secretary, 
Bury and Rossendale Hospital Management Committee. 
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BRADFORD ROYAL INFIRMARY. 


s (510 Beds.) Resident Junior 
REGISTRAR (anzsthetics) 


required for 12 months, from 
Ist January, 1950. Salary £670 p.a., less £100 for residential 
emoluments. Applications from R_ practitioners holding Bl 
posts cannot be considered unless ineligible for H.M. Forces. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of recent testimonials, should be 
forwarded as early as possible to— 

H. Trusson, Secretary, 

Bradford A Group Hospital Management Committee. 
CANTERBURY. KENT AND CANTERBURY HOSPITAL. (239 
Beds.) CANTERBURY GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Required, SENIOR HOUSE SURGEON (B1), Male, for 6 
months in the first instance. Successful candidate will be required 
to take up his duties early in February, 1950. Appointment is 
recognised for the F.R.C.S. and the salary will be £450 p.a., 
from which residential emoluments valued at £100 p.a. will be 
deducted. Suitably qualified R practitioners holding B2 appoint- 
ments, also those holding B1 and ineligible for H.M. Forces, 
are invited to apply. 

Applications, stating age, qualifications with dates and 
details of previous experience, with copies of 3 recent testi- 
monials, should be forwarded as soon as possible to M. D. Kay, 
Chief Administrative Officer at the Hospital. 

CHELTENHAM GENERAL, EYE, AND CHILDREN’S HOS- 
PITAL. (220 Beds.) Applications invited for posts of 

HOUSE PHYSICIAN (B2) HOUSE SURGEON (B2). 
Appointments are resident and tenable for 6 months. Salary 
£400 p.a., less £100 p.a. for board, lodging, &c. Conditions of 
service in accordance with the National Health Service scale. 

Applications, with 2 recent testimonials, to be sent to the 
Secretary, Cheltenham Group Hospital Management Com- 
mittee, General Hospital, Cheltenham. : ws 
CHELMSFORD AND ESSEX HOSPITAL, London-road, Chelms- 
FORD. (159 Beds.) HOUSE SURGEON (B2) required to 
commence immediately. Salary according to National Health 
Service scale. 

Apply to Secretary, Hospital Management 
Chelmsford Group, London-road, Chelmsford. Pee APS 
CHELMSFORD AND ESSEX HOSPITAL, London-road, Chelms- 
FORD. (159 Beds.) CASUALTY OFFICER (B2) required to 
commence January. Salary according to National Health 
Service scale. 

Apply to Secretary, Hospital Management Committee— 
Chelmsford Group, London-road, Chelmsford. 

AMENDED ADVERTISEMENT 
CHELMSFORD. BROOMFIELD HOSPITAL. Locum Registrar 
(general duties) required to commence immediately to 31st 
March, 1950, with possible extension to 3lst May, 1950. 300 
pulmonary tuberculosis beds with Chest Surgery Unit. Salary 
in accordance with national scale. - 

Apply Physician-Superintendent. 
CHELMSFORD. ST. JOHN’S HOSPITAL. Junior Medical 
REGISTRAR (B1) required to commence January. Salary 
grade Trainee Specialist III. 

Apply to Secretary, Hospital Management Committee— 
Chelmsford Group, London-road, Chelmsford. 

CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 

RESIDENT SURGICAL OFFICER (Registrar), required 
1st February, 1950. Salary £775 p.a., less £150 p.a. residence, 
&c. Apply within 14 days, to Secretary, Hospital Management 
Committee, at the Hospital, with 3 referees’ names. 

CASUALTY HOUSE SURGEON (A) or (B2), required, 
January, 1950. Salary £350 or £400 p.a., less £100 p.a. residence, 
&c., according to experience. Apply to Secretary at the Hospital, 
with 3 testimonials. \ 
COVENTRY GROUP No. 20 HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for under-mentioned posts. 
National scale of salaries :— 

Coventry and Warwickshire Hospital (352 Beds) 
HOUSE SURGEON (A) or (B2), to Central Accident Unit. 
Coventry, Gulson Hospital (a General Hospital of 305 Beds) 
HOUSE SURGEON (A) or (B2), resident, but no married 
quarters available. 
Hospital of St. Cross, Rugby (182 Beds) 

SENIOR REGISTRAR ANASTHETIST. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of recent testimonials, to the Secretary, 
Group 20 Hospital Management Committee, Coventry and 
Warwickshire Hospital, Coventry. 








Committee— 


COLCHESTER. ESSEX COUNTY HOSPITAL. (207 Beds.) 
Required, CASUALTY OFFICER AND E.N.T. HOUSE 


SURGEON, first, second, or third post, for 6 months from 
lst February, 1950. Salary in accordance with terms of service 
issued by the Ministry of Health. 

Applications, with copies of 3 recent testimonials, should be 

forwarded to the Secretary, Colchester Group Hospital Manage- 
ment Committee, 14, Pope’s-lane, Colchester. 
COLCHESTER. ESSEX COUNTY HOSPITAL. (207 Beds.) 
Required, CASUALTY OFFICER AND ANASTHETIST 
HOUSE SURGEON, first, second, or third post, for 6 months 
from 29th January, 1950. Salary in accordance with the terms 
of service issued by the Ministry of Health. 

Applications, with copies of 3 recent testimonials, should be 

forwarded to the Secretary, Colchester Group Hospital Manage- 
ment Committee, 14, Pope’s-lane, Colchester. 
CHESTERFIELD AND NORTH DERBYSHIRE ROYAL HOS- 
PITAL. CASUALTY OFFICER (B1) required ist February, 
1950. Post tenable for 6 months. The Hospital serves thickly 
populated industrial and mining area, and offers wide and varied 
experience. Salary and conditions of service as laid down by 
Ministry of Health. 

Applications, stating age, qualifications, 

with names and addresses of 3 referees, to— 
M. H. Boone, Secretary, 
Chesterfield Hospital Management Committee. 
Royal Hospital, Chesterfield. 


and experience, 
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CHESTERFIELD AND NORTH DERBYSHIRE ROYAL HOS- 
PITAL. OBSTETRIC AND GYNACOLOGICAL HOUSE 
SURGEON (A) required immediately. Appointment limited 
to 6 months. Salary and conditions of service in accordance 
with Ministry’s terms. 

Applications, stating age, qualifications, and experience, 
with names and addresses of 3 referees, to— 

M. H. Boonn, Secretary, 
Chesterfield Hospital Manageme nt Committee. 
Royal Hospital, Chesterfield. 


CHESTERFIELD AND NORTH DERBYSHIRE ROYAL HOS- 
PITAL. HOUSE PHYSICIAN (A) required ist January, 1950. 
Post tenable for 6 months. Salary and conditions of service 
as laid down by Ministry of Health. 

Applications, stating age, qualifications, and experience, with 
names and addresses of 3 by ferees, to— 

H. Boone, Secretary, 
Cc | Hospital Management Committee. 

_Royal Hospital, Chesterfield. 
CLACTON-ON-SEA, ESSEX. CLACTON AND DISTRICT 
HOSPITAL. COLCHESTER GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Required, HOUSE SURGEON (first, second, or third 
post). Appointment for 6 months from Ist February, 1950. 

alary in accordance with terms and conditions of service of 
hospital medical staff, with a deduction of £100 p.a. in respect 
of residential emoluments. 

Applications, with copies of 2 recent testimonials, should be 
forwarded to the Assistant Secretary of the Hospita’ tal. 


CROSS HOUSES HOSPITAL, near Shrewsbury. (183 Beds.) 
Required, 2 RESIDENT MEDICAL OFFICERS (B1)._ Prefer- 
ence given to those applicants with previous obstetrical experi- 
ence. Salary, according to previous post(s) held, £350, £400, or 
£450 p.a., with a detention of £100 p.a. in each case for residential 
emoluments. Suitably qualified R practitioners holding B2 
appointments are invited to apply. 

Applications, stating age, qualifications, nationality, and 
experience, with copy testimonials, should be sent to the Medical 
Superintendent, Cross Houses Hospital, Cross Houses, near 
Shrewsbury. . MALLETT, Secretary, 

Shrewsbury Group 15 Hospital "Management Committee. 

Royal Salop Infirmary, Shrewsbury, 30th September, 1949. 








DARTFORD. THE RIVER HOSPITALS (Joyce Green). House 
PHYSICIAN (A) required. Appointment limited to 6 months, 
commencing ist February, 1950. Salary £350 a year, with 
deductions at rate nd £100 a year, in respect of full residential 
emoluments provided R practitioners within 3 months of 
qualification or ineligible for H.M. Forces, considered. 

Applications, stating age, qualifications, experience, national- 
ity, and names of 2 persons to whom reference may be made, 
should be sent to the Medical Superintendent, The River 
Hospitals, Dartford, Kent. 


DARTFORD HOSPITAL MANAGEMENT COMMITTEE. House 
PHYSICIAN (B2), Female, required for group medical staff. 
Appointment limited to 6 months, commencing Ist February, 1950. 
Salary £400 a year, with deductions at rate of £100 a year in 
respect of full residential emoluments provided. Appointee 

be resident at the Bow Arrow Isolation Hospital, and will 
be required to undertake duties also at the River Hospitals, 
Joyce Green (General). 

Applications, stating age, qualifications, experience, and the 
names of 2 referees, to be sent to the Medical Superintendent, 
The River Hospitals, Dartford, Kent. 

DARTFORD, KENT. THE WEST HILL HOSPITAL. House 
SURGEON (A) required for Special Departments. egg ot 
£350 a year, with deductions at rate of £100 a year for full 

residential emoluments provided. R_ practitioners within 
3 months of qualification considered ; appointment limited to 
6 months. The Hospital is a large general hospital affording 
opportunities for wide experience; it is within 16 miles of 
London, with a very frequent train service. 

Applications, stating age, qualifications, experience, and the 

names of 2 persons to whom reference may be made, should be 
sent to the Surgeon- “Superintendent, The West Hill Hospital, 
Dartford. 
DARTFORD, KENT. STONE HOUSE MENTAL HOSPITAL. 
DARENTH AND STONE HOSPITAL MANAGEMENT COMMITTEE. 
Required, HOUSE OFFICER at above Hospital. Appointment 
for 6 months, and subject to terms and conditions of service 
of hospital medical and dental staff (England and Wales). 
Salary within range £350-£450 p.a., according to experience, 
with a deduction of £100 p.a. in respect of board and lodging 
and other services provided. 

Applications, stating age, qualifications, experience, nation- 

ality, and names of 2 persons to whom reference may be made, 
should be addressed to the Physician-Superintendent, Stone 
House, near Dartford, Kent. 
DRIFFIELD, E. YORKS. EAST RIDING GENERAL HOSPITAL. 
(304 Beds.) Required, HOUSE SURGEON (B2). Salary £400 
or £450 p.a., according to previous posts held, less £100 p.a. in 
respect of board, lodging, and other services provided. 

Applications, giving age, qualifications, and details of previous 
experience, should be addressed to the Secretary, East Riding 
Group Hospital Management Committee, Westwood Hospital, 
Beverley, Yorks. : 
DEVONPORT. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. Required, SENIOR HOUSE SURGEON (B2), 
post vacant 20th December, 1949. Salary and conditions of 
service in accordance with the new National Health Service 
terms. R practitioners holding A posts and who have not 
completed a 5 months’ tenure of those posts may apply, when 
appointment will be limited to 6 months. 

«Applications, stating age, nationality, qualifications, and 
experience, with 3 recent testimonials, should be sent to— 
ARTHUR R. CAsH, Secretary, 
Plymouth, South Devon and East Cornwall 
General Hospital Management Committee. 











DEVONPORT. ALEXANDRA MATERNITY HOME. (50 Beds.) 
Required, RESIDENT MEDICAL OFFICER (B2), post 
vacant 6th January, 1950. Salary and conditions of service in 
accordance with the new National Health Service terms. R 
practitioners holding A posts and who have not completed a 
5 months’ tenure of those posts may apply, when appointment 
will be limited to 6 months. 

Applications, stating age, nationality, qualifications, and 
experience, with 3 recent testimonials, should be sent to 

ARTHUR R. CasH, Secretary, 
Plymouth, South Devon and East Cornwall 
General Hospital Management Committee. 
c/o South Devon and East Cornwall Hospital, 
Greenbank-road, Plymouth. 

DEWSBURY AND DISTRICT GENERAL INFIRMARY. (116 Beds.) 
Required, HOUSE SURGEON (A), post vacant now. To share 
responsibility with Second House Surgeon for duty in Con- 
sultants’ clinics. Opportunity for experience in dealing with 
gynecological, orthopedic, and ophthalmic cases. Post tenable 
for 6 months. Salary in accordance with terms of service 
issued by Ministry of Health. Suitably qualified R practi- 
tioners may apply. 

Applic waleaa should be ag as soon as possible to 

BATCHELOR, Secretary, 
Hospital air ment Committee No. Ai. 

20, Oxford-road, Dewsbury, 29th November, 1949. 

DUDLEY. THE GUEST HOSPITAL. (154 Beds.) Dudley, Stour- 
BRIDGE AND DISTRICT HOSPITAL GROUP, BIRMINGHAM REGION. 
Required, HOUSE OFFICER (Resident Casualty) (A) or (B2), 
post now vacant and tenable for 6 months. Salary £350—-£450 
p.a., according to the number of posts previously held. A deduc- 
tion of £100 p.a. in respect of residential emoluments will be 
made. R practitioners within 3 months of qualification or 
holding A posts may apply. 

Applications, stating age, nationality, qualifications with 
dates, experience, and details of previous appointments, with 
copies of 3 recent testimonials, to H. RAYMOND Hurst, Secretary 
to the Management Committee, The Guest Hospital, Dudley. 
DUDLEY. THE GUEST HOSPITAL. Dudley, Stourbridge and 
DISTRICT HOSPITAL GROUP, BIRMINGHAM REGION. Required, 
HOUSE OFFICER (Resident Anssthetist) (A) or (B2), post 
now vacant and tenable for 6 months. Salary £350-—£450 p.a., 
according to the number of posts previously held. A deduction 
of £100 p.a. in respect of residential emoluments will be made. 
_R practitioners within 3 months of qualification or holding 
‘A posts may apply. 

Applications, stating age, nationality, qualifications with 
dates, with copies of recent testimonials, to H. RAYMOND 
Horst, Secretary to the Management Committee, The Guest 
Hospital, Dudley, Worcs. 


ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL... (518 Beds. ) 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. RES 
DENT HOUSE SURGEON (A), first post, required 23rd and 
ary, 1950, for general surgical] and orthopedic duties. 6 months’ 
ae meager Salary and conditions as prescribed by the 

inistry of Health. R practitioners within 3 months of quali- 
fication may apply. 

Applications, stating age, nationality, qualifications, and 
experience, with names of 2 referees, to the Medical Director of 
the Hospital by 2ist December, 1949. 3 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. (518 Beds.) 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. RESI- 
DENT HOUSE PHYSICIAN (A), first post, required 18th 
January, 1950, for general medical duties. 6 months’ appoint- 
ment. Salary and conditions as prescribed by the Ministry of 
pees th. R practitioners within 3 months of qualification may 

ply. 

PADplications, stating age, nationality, qualifications, and 
experience, with names of 2 referees, to the Medical Director 
of the Hospital by 21st December, 1949. 

ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. (518 Beds.) 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (second or third post) required for Special Depart- 
ments such as E.N.T., Dermatology, Ophthalmology, Ortho- 
peedics. Post vacant ist February, 1950. 6 months’ appoint- 
ment. Salary and conditions as prescribed by the Ministry of 
Health. R practitioners holding A posts may apply. 

Applications, stating age, qualifications, experience, and 
nationality, with names of 2 referees, to the Medical Director 
of the Hospital by 2nd January, 1950. ns 
EPSOM, SURREY. WEST PARK HOSPITAL. 
invited for following appointments : 

(a) REGISTRAR (psychiatry). 

(b) JUNIOR HOSPITAL MEDICAL OFFICER. 

This modern Hospital has accommodation for 2160 patients 
suffering from all stages of nervous and mental disorders. 
Opportunities exist for gaining experience in all branches 
of psychiatry. Salaries and conditions of service in accordance 
with the terms and conditions of service for hospital medical 
staffs and subject to National Health Service superannuation 
regulations. Residential accommodation is available at moderate 
charges for single officers. . 

Applications, giving details of age, qualificatjons, and experi- 

ence with names of 3 referees should be sent to the Physician- 
Superintendent by 31st December, 1949. 
GLOUCESTER. GLOUCESTERSHIRE ROYAL HOSPITAL 
(ROYAL INFIRMARY). (250 Beds.) GLOUCESTER, STROUD AND 
THE FOREST HOSPITAL MANAGEMENT COMMITTEE. Required, 
JUNIOR REGISTRAR ANASTHETIST (B1) for 12 months 
in the first instance, duties to commence immediately. Preference 
given to candidates with the D.A. Salary £670 p.a., non-resident. 
Successful candidate will also be called upon to work at other 
hospitals in the group. . 

Applications, giving full particulars of past experience, 
qualifications, age, and nationality, should be sent to the 









~ Applications 





Secretary, Gloucestershire Royal Hospital, Southgate-street, 
Gloucester. 
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EAST ANGLIAN REGIONAL HOSPITAL BOARD invite appli- 
cations for the whole-time appointment of SENIOR REGIS- 
TRAR IN ANASSTHETICS at the Peterborough and District 
Memorial (General) Hospital, with duties also at other hospitals 
in the area. Salary £1000-£1300 p.a., according to experience. 
Terms and conditions of service for hospital medical and dental 
staffs will apply. 

Applications (10 copies), stating age, qualifications, and 
details of present and previous appointments, with names of 
3 referees, should be sent to undersigned by 4th January, 1950. 
Candidates are invited to visit the Hospital by direct arrange- 
ment with the Anesthetist. K. V. F. Morton, Secretary. 

117, Chesterton-road, Cambridge. 

EXETER. ROYAL DEVON AND EXETER HOSPITAL. (300 
Beds—Resident Medical Staff 10.) EXETER AND MID-DEVON 
HOSPITALS MANAGEMENT COMMITTEE. Required, RESIDENT 
ANASTHETIC REGISTRAR (B1), post vacant Ist January, 
1950. Salary, &c., in accordance with terms and conditions 
of service of hospital medical and dental staff (England and 
Wales) for a Junior Registrar or Registrar, according to experi- 
ence and qualifications. Applicants should have had con- 
siderable experience in anesthetics; preference given to 
candidates holding the D.A. Appointment subject to provisions 
of National Health Service superannuation regulations. R practi- 
tioners holding B1 posts cannot be considered unless they are 
ineligible for H.M. Forces. 

Applications, with copies of 2 recent testimonials, imme- 

diately to the Senior Administrative Officer. 
FALMOUTH AND DISTRICT HOSPITAL, Falmouth. West 
CORNWALL HOSPITAL MANAGEMENT COMMITTEE. Required, 
HOUSE PHYSICIAN (A) or (B2), post vacant 7th January, 
1950. Salary £350-£450 p.a., according to experience, with £100 
deduction in respect of board and lodging. Practitioners within 
3 months of qualification may apply, when appointment will be 
limited to 6 months. 

Applications, stating age, nationality, qualifications, and 

experience, with copies of 2 testimonials, should be forwarded 
to the Administrative Assistant, Falmouth and District Hospital, 
Falmouth. 
FALMOUTH AND DISTRICT HOSPITAL, Falmouth. West 
CORNWALL HOSPITAL MANAGEMENT COMMITTEE. Required, 
HOUSE SURGEON (A) or (B2), post vacant 21st February, 
1950. Salary £350-£450 p.a., according to experience, with £100 
deduction in respect of board and lodging. Practitioners within 
3 months of qualification may apply, when appointment will be 
limited to 6 months. 

Applications, stating age, nationality, qualifications, and 

experience, with copies of 2 testimonials, should be forwarded 
to the Administrative Assistant, Falmouth and District Hospital, 
Falmouth. 
GOSFORTH, NEWCASTLE UPON TYNE, 3. W.J. SANDERSON 
ORTHOPZ/DIC HOSPITAL. (142 Beds.) NEWCASTLE UPON TYNE 
HOSPITAL MANAGEMENT COMMITTEE. Required, HOUSE 
SURGEON (B2), resident, at above Hospital. The Hospital 
is for the treatment of children up to the age of 16 with ortho- 
peedic and surgical tuberculous conditions. Appointment for 
6 months. Salary in accordance with terms and conditions of 
service for hospital medical and dental staff. R practitioners 
holding A posts may apply. 

Applications, with names and addresses of 2 referees, should 

be sent to the Secretary of the Hospital. 
GREAT YARMOUTH AND GORLESTON GENERAL HOSPITAL. 
{120 Beds.) NORWICH, LOWESTOFT AND GREAT YARMOUTH 
(GROUP 6) HOSPITAL MANAGEMENT COMMITTEE. Required, 
HOUSE SURGEONS (A), Male, 2 vacancies, posts vacant 
ist February, 1950. 6 months’ appointment. Salary £350 p.a., 
less £100 p.a. for residential emoluments. R practitioners within 
3 months of qualification may apply. 

Applications to Secretary, Great Yarmouth and Gorleston 
General Hospital, Dene-side, Great Yarmouth. 

GRAVESEND AND NORTH KENT HOSPITAL. Medway and 
GRAVESEND HOSPITAL MANAGEMENT COMMITTEE. Required, 
HOUSE SURGEON (B2), post vacant ist January, 1950. 

in accordance with national scales for House Officers. 
R practitioners holding A posts may apply, when post will be 
for 6 months. 

Applications, stating age, nationality, and qualifications, 
with copies of recent testimonials, should be addressed to the 
Administrative Officer at once. 





GRIMSBY GENERAL HOSPITAL. (220 Beds.) Group No. 10 
GRIMSBY HOSPITALS MANAGEMENT COMMITTEE. Applications 
invited for following posts, now vacant :— 

RESIDENT HOUSE OFFICER (B2) for Orthopsedic, 
Fracture, and Accident Service. Previous surgical experience 
an advantage, but orthopedic experience not essential. Post 
suitable for commencement of training in orthopeedics and 
fractures with opportunity for operative experience. R practi- 
tioners within 3 months of qualification or holding A posts may 
apply. when appointment will be for 6 months. 

OUSE OFFICER (A) or (B2), Male or Female. For general 
surgery, E.N.T., and Ophthalmic Departments. Hospital 
approved for the D.L.O. Appointment tenable for 6 months. 
R practitioners. with 1 3 months of qualification or holding 
A posts may apply. 

Remuneration for above posts in accordance with National 
Health Service terms and conditions of service of hospital 
medical and dental staff. 

Applications should be sent immediately to Administrative 

Officer, Grimsby General Hospital. 
HALIFAX GENERAL HOSPITAL. (425 Beds.) Required, 
HOUSE SURGEON (B2), Male or Female, post vacant Ist 
January, 1950, at above Hospital. Salary within range £350-— 
£450 p.a., including full residential emoluments. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of 3 recent testimonials, to be addressed 
to the Secretary, Halifax Area Hospitals Management Com- 
mittee, Royal Halifax Infirmary, Halifax. 
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HALIFAX. ROYAL HALIFAX INFIRMARY. (Resident Staff 7.) 

SECOND HOUSE SURGEON (A) or (B2) for orthopsdic 

and portion of casualty duty. 

THIRD HOUSE SURGEON (A) or (B2) for Ophthalmic and 

E.N.T. Departments and portion of casualty duty. 

6 months’ posts, Male or Female, now vacant. Salary £350- 
£450 p.a., according to experience, inclusive of emoluments. 
R practitioners eligible for H.M. Forces holding A post not 
considered. 

Applications, stating age, sex, nationality, qualifications, 
experience, and copies of 3 testimonials, to the Secretary, 
Halifax Area Hospitals Management Committee, Royal Halifax 
Infirmary, Halifax. 

ith September, 1949. zs eT eS 
HUDDERSFIELD ROYAL INFIRMARY. (321 Beds.) House 
SURGEON (A) to the Gynecological and Abnormal Maternity 
Department, required to commence duties as soon as possible. 
Salary in accordance with terms and conditions of service for 
hospital medical and dental staff, with full residential emolu- 
ments. 

Applications, with copies of 3 recent testimonials, to be 
addressed as soon as possible to— 

H. J. JOHNSON, Secretary, 
Huddersfield Hospital Management Committee. 

The Royal Infirmary, Huddersfield. © 
HUDDERSFIELD ROYAL INFIRMARY. (321 Beds.) Heuse 
SURGEON (A) required to commence duties Ist January, 
1950. Salary in accordance with terms and conditions of service 
for hospital medical and dental staff, with full residential 
emoluments. 

Applications, with copies of 3 recent testimonials, to be 
addressed as soon as possible to— 

H. J. JOHNSON, Secretary, 
Huddersfield Hospital Management Committee. 

The Royal Infirmary, Huddersfield. a aon 
HUDDERSFIELD ROYAL‘ INFIRMARY. (321 Beds.) House 
SURGEON (A) required to commence duties as soon as pos- 
sible. Sa! in accordance with terms and conditions of service 
for hospi medical and dental staff, with full residential 
emoluments. Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when 
appointment will be for 6 months. 

Applications, with copies of 3 recent testimonials, to be 
addressed as soon as possible te— 

H. J. JOHNSON, Secretary, 
Huddersfield Hospital Management Committee. 

The Royal Infirmary, Huddersfield. : ; Se as Ss 
HUDDERSFIELD ROYAL INFIRMARY. (321 Beds.) Junior 
ANZSSTHETIC REGISTRAR required to commence duties as 
soon as possible. Post is resident. Salary in accordance with 
terms and conditions of service of hospital medical and dental 
staff, with full residential emoluments. 

Applications, with copies of 3 recent testimonials, to be 
addressed to— H. J. JOHNSON, Secretary, 
Huddersfield Hospital Management Committee. 

The Royal Infirmary, Huddersfield. iain 
HUDDERSFIELD ROYAL INFIRMARY. (32! Beds.) Huddersfield 
HOSPITAL MANAGEMENT COMMITTEE. Required, HOUSE 
PHYSICIAN AND HOUSE SURGEON (B2) to the E.N.T. 
and Eye Department (combined appointment), to commence 
as soon as possible. Salary in accordance with terms and 
conditions of service for hospital medica] and dental staff, with 
full residential emoluments. R practitioners holding A posts 
may apply, when appointment will be limited to 6 months. 

Applications, together with copies of 3 recent testimonials, 
as soon as possible to— 

H. J. JOHNSON, Secretary to the Management Committee. 
Huddersfield Royal Infirmary. es 
HUDDERSFIELD ROYAL INFIRMARY. (32! Beds.) riudaersfield 
HOSPITAL MANAGEMENT COMMITTEE. Applications invited from 
registered medical practitioners for the full-time non-resident 
appointment of ORTHOPADIC REGISTRAR (B1). Higher 
qualifications desirable. Salary in accordance with terms and 

conditions of service for hospital medical and dental staff. 

Applications, together with copies of 3 recent testimonials, 
as soon as possible to— 

H. J. JOHNSON, Secretary to the Management Committee. 

Huddersfield Royal Infirmary. 

HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. 
HULL ROYAL INFIRMARY. Applications invited for post of 
OPHTHALMIC HOUSE SURGEON (B2), vacant January, 
for duties at the Hull Royal Infirmary and the Victoria Hospital 
for Sick Children. Recognised for D.O.M.S. Salary in accord- 
ance with terms and conditions of service of hospital medical 
staff. Appointment for 6 months, terminable by 1 month’s 
notice either side. 

Forms of application obtainable from, and returnable as soon 
as possible to, the Administrative Officer, Hull Royal Infirmary. 

R. J. CARLEsS, Secretary to the Committee. 
HULL. KINGSTON GENERAL HOSPITAL. (398 Beds.) 
Required, ANASSTHETIC REGISTRAR (B1), post vacant 
now. Salary, first year £775 p.a.; second and subsequent years 
£890 p.a. If the successful candidate is single, living accommoda- 
tion can be provided, in which case an appropriate deduction 
for residential emoluments will be made from salary. 

Applications should be submitted as soon as possible on forms 

obtainable from R. J. CARLESS, Secretary, Hull A Group 
Hospital Management Committee. 
HULL ROYAL INFIRMARY. Required, Casualty Officer (A) 
or (B2), post vacant now. Post tenable for 6 months. Salary 
£350-£450 p.a., according to experience, less £100 for 
residential emoluments. R practitioners within 3 monthstof 
qualification may apply. 

Forms of application obtainable from, and should be returned 
as soon as possible to, the Administrative Officer, Hull Royal 
Infirmary. R. J. CARLEss, Secretary, 

Hull A Group Hospital Management Committee. 
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HULL ROYAL INFIRMARY. Required, House Surgeon (B2) 
at the Sutton Branch Hospital. Salary in accordance with 
terms and conditions of service for hospital medical and dental 
staff, full residential emoluments. Appointment for 6 months 
and terminable by 1 month’s notice on either side. 

Forms of sooeeten obtainable from, and should be returned 
as soon as possible to, the Administrative nem Hull Royal 
Infirmary. R. J. CARLEsS, Secreta: 

Fi Hull A Group Hospital Management’ Committee. 

L. WESTERN GENERAL HOSPITAL. Required, Surgical 
REGISTRAR (B1), non-resident. Appointment for a period 
of 2 years with 2 months’ notice on either sid@. National salary 
scale (£775-£890) and conditions of service. 

Applications should be submitted as soon as_possible on 
forms obtainable from R. J. CARLEss, Secretary, Hull A Group 
Hospital M it Committee, Hull Royal Infirmary. 





ILFORD ISOLATION H: HOSPITAL, Grove-road, Chadwell Heath. 
HOUSE OFFICER required as from Ist January, 1950. Post 
tenable for 6 months. Salary minimum £350 p.a., maximum 
£450, according to date of quatification. Subject to deduction 
of £100 p.a. for emoluments (which will be provided). 
Applications, giving particulars of experience and qualifica- 

tions, with copies of testimonials, should be sent as soon as 
possible to— 

G. AUSTIN HEPWORTH, Esq., Secretary, Ilford and 

Barking Group Hospital Management Committee. 
King George Hospital, Ilford. 


ILFORD AND BARKING GROUP HOSPITAL MANAGEMENT 
COMMITTEE. There are vacancies for 2 CLINICAL ASSISTANTS 
(Psychiatric Department) at units within this group, 2 sessions 
each. Remuneration in accordance with terms and conditions 
of service of hospital medical and dental staff (England and 
Wales)—i.e., £175 p.a. per weekly half-day. 

Applications, accompanied by testimonials, to be sent as 
soon as possible, 

G. AUSTIN HEPWORTH, Esq., Secretary 

Tiford and Barking Group Hospital likhaneneak Committee. 

King George Hospital, Ilford. 

ILFORD. KING GEORGE HOSPITAL. There will be vacancies 
for 2 HOUSE SURGEONS at above Hospital, one 24th January, 
1950, and one 3lst January, 1950. Posts tenable for 6 months. 
Salary £350 p.a. minimum and maximum £450, according to 
experience and qualifications, less emoluments of £100 p.a. 

Applications, giving full particulars, with testimonials, should 
be sent by 9th January, 1950, 

G. AUSTIN Hepworth, F Esq., Secretary, Ilford and 
Barking Group Hospital Management Committee. 

King George Hospital, Ilford. 

ILFORD MATERNITY HOSPITAL. There is a vacancy for a 
JUNIOR REGISTRAR at above Hospital. Salary £670 p.a., 
less emoluments. 

Applicants (Male or Female) should have been registered 
not less than 1 year and should send applications, with copies of 
3 recent maar ig * as soon as possible to— 

AUSTIN HEPWORTH, Secretary, 

eed ant Geching Group + me Management Committee. 

orge Hospital, Ilford 


aiamesia BOROUGH “GENERAL HOSPITAL. (301 Beds.) 
HOUSE SURGEON (A) or (B2) to general surgeon, required 
immediately. 
HOUSE SURGEON (A) or (B2), Orthopedic and Casualty 
Department, required immediately. 
Salary and conditions in accordance with national scale. 
Applications, with full particulars, to JOHN WHLLIAMs, 
Secretary, Ipswich Group Hospital ‘een Committee 
at East Suffolk and Ipswich Hospita 


IPSWICH. EAST SUFFOLK AND IPSWICH ‘HOSPITAL. "(360 
Beds.) 
a SURGEON (B2) to general surgeon, required Ist 
ar 
HOUSE du RGEON (A) or (B2) to Orthopedic and Fracture 
Department, required immediately. 
Salary and ccnditions in accordance with national scale. 
Applications, with full” particulars, to JOHN WHILLIAMs, 
Secretary, Ipswich Group Hospital Management Committee at 
Kast , Suffolk and Ipswich Hospital. 


KETTERING AND DISTRICT GENERAL HOSPITAL. Required, 
HOUSE SURGEON in Casualty and Traumatic Surgery Depart- 
ments. Salary according to scale. Appointment in the first 
instance for 6 months. R practitioners within 3 months of 
cae and liable under the National Service Acts may 
apply. 

Applications, stating age, qualifications, &c., with copies of 
1-3 testimonials, should be sent as soon as possible to— 

G. H. FENNELL, Assistant Secretary. 


LYMINGTON AND | DISTRICT HOSPITAL. (107 Beds.) Required, 
HOUSE PHYSICIAN (A), resident, post vacant 17th January, 
1950. Tenable for 6 months. Salary £350-£450 p.a., according 
to number of posts previously held, less £100 p.a. for residential 
emoluments. Terms and conditions of service as those laid down 
for House Officers by the Ministry of Health. 

Applications, with copies of testimonials, to be submitted to 
the Secretary, Southampton Group Hospital Management Com- 
mittee, Bullar-street, Southampton. 


LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS invite 
applications from registered medical practitioners, Maie and 
Female, for post as HOUSE SURGEON (A) or (B2) to Ortho- 
peedic Department at the David Lewis Northern Hospital 
for period to 3lst March, 1950. Salary in accordance with 
the agreed terms and conditions of service. R practitioners 





holding A posts or within 3 months of qualification may apply. 
Applications, with full — should be sent as soon as 
¥. Hinps, Secretary, 
The United Liverpool Hospitals. 
80, Rodney-street, Liverpool, 1, 7th December, 1949. 


possible to— 





LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS invite 
applications from registered medical practitioners, Male and 
Female, for post as RESIDENT ANASSTHETIC REGISTRAR 
(B1), whole-time, at the Liverpool Maternity Hospital for period 
from ist January—30th September, 1950. Post is assessed 
in the Senior Registrar or Registrar grade and is subject to the 
agreed terms and conditions of service. Salary paid accordingly. 
Appointment subject to National Health Service superannuation 
regulations. 

Applications, stating full particulars of nationality, age, 
qualifications, and details of present and previous appoint- 
ments with dates, with names of 3 persons to whom reference 
may be made, should be sent - reac h undersigned as soon as 
possible. HINDs, Secretary, 

The U vitoa Liverpool Hospitals. 

80, Rodney-street, Liverpool, 1, 7th December, 1949. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS invite 
applications from registered ae practitioners, Male and 
Female, for post as HOUSE OFFICER (A) or (B2), Casualty 
Officer (Caryl-street), Royal douthars Hospital, for period to 
3ist March, 1950. Salary in accordance with the agreed terms 
and conditions of service. R practitioners holding A posts or 
within 3 months of qualification may apply. 

Applications, with full details, should be sent as soon as 
possible to— A. HINDs; Secretary, 

The United Liverpool Hospitals. 

80, Rodney-street, Liverpool, 1, 7th December, 1949 
LIVERPOOL — CROSSLEY SANATORIA MANAGEMENT 
COMMITTEE. Applications invited for position of JUNIOR 
RESIDENT MEDIC AL OFFICER (A) or (B2) at the a <o 
Sanatorium (175 Beds). Appointment for 6 months. Salary 
£350-£450 p.a., according to positions held, less £100 in respect 
of residential emoluments. R practitioners holding A posts 
may be accepted. 

Applications, with names of 2 referees, should be sent to the 
Secretary, 55, Fluin-lane, Frodsham, via Warrington. _ 
LIVERPOOL AND CROSSLEY SANATORIA MANAGEMENT 
COMMITTEE. Applications invited for position of JUNIOR 
RESIDENT MEDICAL OFFICER (A) or (B2) at the Crossley 
Sanatorium (109 Beds). Appointment for 6 months. Salary 
£350-£450 p.a., according to positions held, less £100 in respect 
of residential emoluments. R practitioners holding A posts 
may be accepted. 

Applic ations, with names of 2 referees, should be sent to the 
Secretary, 55, Fluin-lane, Frodsham, via Warrington. 
LINCOLN. BRACEBRIDGE HEATH HOSPITAL FOR MENTAL 
DISEASES. (1245 Beds.) LINCOLN NO. 2 HOSPITAL MANAGEMENT 
COMMITTEE. Required, JUNIOR REGISTRAR (B1), Male or 
Female. Salary in accordance with terms of service jssued by 
the Ministry of Health. There will be scope for Work at out- 
patient clinics and in the use of modern psychiatric: methods in 
the wards. Accommodation available for single pérsom 

Applications, with names of 3 referees, should be forwarded 

as soon as possible to the Medical Superintendent, Bracebridge 
Heath Hospital, near Lincoln. 
LINCOLN. BRACEBRIDGE HEATH HOSPITAL FOR MENTAL 
DISEASES. (1245 Beds.) LINCOLN NO. 2 HOSPITAL MANAGEMENT 
COMMITTEE. Required, HOUSE OFFICERS (B2), Male or 
Female. Salary in accordance with terms of service issued by 
the Ministry of Health. There will be ample opportunity for 
studying modern methods of treatment in psychiatry. 

Applications, with names of 2 referees, should be forwarded 

as soon as possible to the Medical Superintendent, Bracebridge 
Heath Hospital, near Lincoln. 
LINCOLN. COUNTY HOSPITAL. (200 Beds.) Required, House 
SURGEON (A). Salary £350 p.a., less £100 residential emolu- 
— R practitioners within 3 months of qualification may 
apply. 

Applications, stating age, qualifications, and experience, 
with copies of 3 recent testimonials, should be forwarded to 
the Secretary as soon as possible. 

RONALD W. Howick, Secretary 
Lincoln No. 1 Hospital Management Committee. 
LEEDS. THE UNITED LEEDS HOSPITALS. General Infirmary 
AT LEEDS. Required, RESIDENT OPHTHALMIC OFFICER 
(B1), Male or Female, post graded as that of Junior Registrar 
or Registrar status. Practitioners holding Bl posts who are 
ineligible for H.M. Forces may apply. 

Applications, stating age, qualifications, and experience, 
= names of 2 referees, should be sent by 31st December, 
1949, to— 








S. CLAYTON FRYERS, Secretary to the Board of Governors. 
LEAMINGTON SPA. WARNEFORD GENERAL HOSPITAL. 
(207 Beds.) Required, RESIDENT CASUALTY OFFICER, 
post now vacant. (This incorporates House Surgeon to the 
Orthopedic and Traumatic Injury Department and a small 
amount of V.D. work.) Post to fill vacancy of Bl grading. 
Salary £350 p.a., plus full residential emoluments. From 
Ist September, 1949, grading will be in accordance with National 
Health Service salaries and conditions. 
Applications should be addressed as soon as possible to— 
Miss V. WELLS, Assistant Secretary. 
LEAMINGTON SPA. WARNEFORD GENERAL HOSPITAL. 
(207 Beds.) , Required, RESIDENT ANASSTHETIST (B2). 
6 months’ appointment, commencing immediately. Salary £300 
or £350, according to previous number of appointments held, 
plus full residential emoluments. RK practitioners holding A 
posts may apply. 
Applications as soon as possible to— 
Miss V. WELLS, Assistant Secretary. 
LEAMINGTON SPA. WARNEFORD GENERAL HOSPITAL. 
(207 Beds.) Required, RESIDENT HOUSE SURGEON (B2) 
to the E.N.T. and Ophthalmic Departments. 6 months’ 
appointment. Salary £400 p.a., less £100 for residential emolu- 
ments. R practitioners holding A posts may apply. 
Applications to be sent as soon as possible to— 
Miss V. WELLS, Assistant Secretary. 
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LINCOLNSHIRE RADIOTHERAPY CENTRE. (52 Beds.) The 
WAR MEMORIAL HOSPITAL, SCUNTHORPE, LINCS. Applications 
invited for posts of SENIOR REGISTRAR (B1), non-resident, 
JUNIOR REGISTRAR (B1), resident. Clinics associated with 


the centre are held in Grimsby, Louth and Boston. Applicants . 


should have the D.M.R. for the senior post and some experience 
of radiotherapy for the junior post. National terms and condi- 
tions of service. 

Applications, with copy testimonials or names of referees. 
immediately to the Secretary of the Scunthorpe Hospital Man- 
agement Committee, War Memorial Hospital, Scunthorpe, Lincs. 
MACCLESFIELD, CHESHIRE. PARKSIDE HOSPITAL. (Regional 
Mental Hospital—1570 Beds.) Required, 2 PSYCHIATRIC 
REGISTRARS (B1). Posts will be graded at Junior Registrar 
or Registrar level according to successful candidates’ previous 
experience. Salaries in accordance with Ministry terms and 
conditions of service. Resident quarters with board for single 
persons available, for which a charge will be made. Opportunity 
exists for gaining experience in all modern forms of treatment 
and a teaching liaison with the Manchester University presents 
facilities for training and attending the course of instruction 
for the D.P.M. 

Applications, with full details and names of 2 referees, to be 
sent to the Medical Superintendent as soon as possible. 
MAIDSTONE. BARMING HEATH HOSPITAL. Applications 
invited from Male medical practitioners for appointments as 
RESIDENT HOUSE OFFICERS at above Mental Hospital 
of 2200 Beds. Each post will be tenable for 6 months. Salary 
£350, £400, or £450 p.a., according to previous experience, 
subject to a deduction of £100 p.a. in respect of board, lodging, 
and other services provided. No accommodation is available for 
married officers. 

Applications in writing, giving names of 2 persons to whom 
reference can be made, to be sent to the Medical Superintendent, 
Barming Heath Hospital, Maidstone, within 14 days ‘of the 
appearance of this advertisement. 

MAIDSTONE. WEST KENT Jnana ge ‘HOSPITAL. (135 Beds.) 
MID-KENT HOSPITAL MANAGEMENT COMMITTEE, GROUP 13. 
wes. CASUALTY OFF ICER (A), post vacant December, 

949. 6 months’ appointment. Salary £350 a year, less £100 
residential emoluments. R practitioners within 3 months of 
qualification may apply. 

Applications, stating age, nationality, qualifications, experi- 

ence, with names and addresses of 2 responsible persons to whom 
reference may be made as to professional ability and character, 
should be forwarded as soon as possible to the Administrative 
Officer at the Hospital. 
MANSFIELD AND DISTRICT GENERAL HOSPITAL. Mansfield 
HOSPITAL MANAGEMENT COMMITTEE. Applications invited for 
appointment of SENIOR HOUSE SURGEON (B2). Duties 
will be principally in connexion with accident and orthopedic 
services but the person appointed also required to act as deputy 
to the Resident Surgical Officer. Salary £400-£450 p.a., less 
£100 in respect of residential emoluments, in accordance with 
terms and conditions issued by Ministry of Health. 

Applications, stating age, qualifications, with copies of 2 
recent testimonials, to A. ASHWORTH, Secretary. 

“ Oak Bank,” Crow Hill-drive, Mansfield, Notts. 

MANSFIELD AND DISTRICT GENERAL HOSPITAL. (250 Beds.) 
MANSFIELD HOSPITAL MANAGEMENT COMMITTEE. Required, 
CASUALTY OFFICER (B2). Post entails charge of the 
Casualty Department during the day-time with adequate off- 
duty periods. Hospital serves a large mining area and the 
scope for experience is wide and varied. Salary £400—£450 p.a., 
with deductions of £100 in respect of residential emoluments. 

Applications, stating age, qualifications, and copies of 2 recent 
testimonials, to be forwarded as soon as possible to— 

A. ASHWORTH, Secretary. 

* Oak Bank,” Crow Hill-drive, Mansfield. 

MEXBOROUGH. MONTAGU HOSPITAL. (123 Beds.) Required, 
REGISTRAR ANXSTHETIST (B1) at above Hospital. Salary 
£775 p.a., from which a deduction of £100 p.a. will be made for 
residential emoluments, if resident. Post tenable for 12 months 
in the first instance, and is subject to the Ministry of Health’s 
terms and conditions for hospital medical staff, and is super- 
annuable. R practitioners now holding B2 appointments, also 
— holding B1 and ineligible for H.M. Forces, are invited to 
apply. 

Applications, stating age, qualifications, experience, and 
nationality, with names of 3 referees, to be addressed to the 
Secretary to the Management Committee, Montagu Hospital, 
Mexborough, as soon as possible. 
MINSTER. SHEPPEY GENERAL HOSPITAL. (125 Beds.) Medway 
AND GRAVESEND HOSPITAL MANAGEMENT COMMITTEE. Required, 
OBSTETRIC AND CASUALTY HOUSE SURGEON (A), post 
now vacant. Salary—<£50 p.a. may be paid in addition to approved 
scales. To R practitioner appointment limited to 6 months. 

Applications, stating age, nationality, and qualifications, 

with copies of recent testimonials, to the Surgeon-Superintendent 
immediately. 
MINSTER. SHEPPEY GENERAL HOSPITAL. 
GRAVESEND HOSPITAL MANAGEMENT COMMITTEE. Required, 
SENIOR HOUSE SURGEON (B1), post now vacant. Salary 
—£50 p.a. may be paid in addition to approved scales: Candidates 
et B1 posts cannot be considered unless they are ineligible 
for H.M. Forces. 

Applic ations, stating age, nationality, and qualifications, 
with copies of recent testimonials, should be addressed to the 
Surgeon-Superintendent as soon as possible. 
MARGATE. THE GENERAL HOSPITAL. 
THANET HOSPITAL MANAGEMENT COMMITTEE. Required, HOUSE 
SURGEON (B2). Appointment for 6 months. Salary £400-£450 
p.a., less £100 for residential emoluments. R practitioners holding 
A posts may apply. 

Applications, stating age and qualifications, with copies of 





Medway and 


(132 Beds.) Isle of 


recent testimonials, should be sent as soon as possible to the 
Administrator, The General Hospital, Margate. 
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MARGATE. ROYAL SEA BATHING HOSPITAL. 
ISLE OF THANET HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON. Appointment for 6 months. 
spec ial opportunities for the study 

Salary £350-£450 p.a., according to experience, less £100 for 
residential emoluments. R practitioners within 3 months of 
qualification and those holding A posts may apply. 

Applications, stating age and qualifications, with copies of 
3 recent testimonials, should be sent as soon as possible to the 
Medical Superintendent, Royal Sea Bathing Hospital, Margate. 
MEDWAY AND .GRAVESEND HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited from suitably qualified 
registered medical practitioners for non-resident post of ORTHO- 
PAZDIC REGISTRAR (B1). A higher surgical qualification is 
desirable. Successful applicant will work under the supervision 
of the Visiting Orthopedic Surgeons and the post offers excep- 
tional opportunities for experience in Hospitals serving a large 
industrial district with the main centre at St. Bartholomew’s 
Hospital, Rochester. Appointment renewable annually but 
normally held for 2 years. Salary £775-£890 p.a. in accordance 
with national terms and conditions of service. 

Applications, giving full ey of age, qualifications, and 
experience, with names of 3 referees, to be sent to undersigned 
as soon as possible but not later than 31st December, 1949. 

T. RwovpeEs, Secretary, Medway ‘and 
Gravesend Hospital Management Committee. 

St. William’s Hospital, Rochester. 

MEDWAY AND GRAVESEND HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for appointment of JUNIOR 
REGISTRAR ANASSTHETIST (B1) at a salary of £670 p.a. 
in accordance with national terms and conditions of service. 
Appointment for 12 months and preference given to those 
holding the D.A. Residential accommodation available at All 
Saints’ Hospital, Chatham, where the officer will be mainly 
based, but he may also be required to assist at other hospitals 
in the group. 

Applications, giving full ‘parti iculars of age, nationality, quali- 
fications, and experience, with copies of recent testimonials, to 
be sent to undersigned as soon as possible but not later than 
3lst December, 1949. 

T. RuopeEs, Secretary, Medway and 
Gravesend Hospital Management Committee. 
St. William’s Hospital, Rochester. 
MANCHESTER. VICTORIA MEMORIAL JEWISH HOSPITAL, 
CHEETHAM, MANCHESTER, 8. (Non-Sectarian—104 Beds.) 
NORTH MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations invited for following resident posts :— 

HOUSE PHYSICIAN (B2), vacant middle of December, 1949. 

JUNIOR HOUSE cece ng (A) for Special Departments. 

vacant 16th January, 1 

gg CASUALTY OFFIC ER (A), vacant 30th January, 


Salaries in accordance with Ministry of Health terms and 
conditions of service. 

Applications, with copies of 1-3 recent testimonials, to be 
submitted forthwith to M. GruBER. Hospital Administrator. 
MANCHESTER. ANCOATS HOSPITAL, Mill-street, Manchester, 
4. NORTH MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. 
Applications invited for any of the following posts which fall 
vacant as from ist February, 1950 :— 

GENERAL HOUSE SURGEON. 

ORTHOPAZDIC HOUSE SURGEON. 

E.N.T. HOUSE SURGEON. 

HOUSE PHYSICIAN. 

Applications should state qualifications, previous experience. 
and should be accompanied by at least 2 recent testimonials or 
the name and address of 2 referees. 

Joun H. DAFFORNE, General Superintendent. 
MANCHESTER. THE UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications invited 
for appointment of REGISTRAR (obstetrical), vacant Ist March, 
1950. Appointment for 2 years, subject to review after 6 months’ 
service. Salary in accordance with national scales. During the 
first year appointee will be required to reside in the Hospitals. 
During the second year appointment is ordinarily non-resident. 
Candidates should have had the following experience in hospitals 
recognised for purposes of the M.R.C.O.G. examination: (a) 6 
months’ general medicine, (6) 6 months’ general surgery, (c) 6 
months’ obstetrics as House Surgeon, (d) 6 months’ gynecology 
as House Surgeon, (e) 12 months’ gynecology, with or without 
obstetrics, as a Junior Registrar. Variations in respect of these 
previous appointments are permissible but will ordinarily be 
restricted to candidates with Service experience. It is not 
essential that candidates have the M.R.C.O.G. qualification, but, 
if successful candidate does not hold it, he will be required to 
present himself for the examination during the second year of 
his tenure of the appointment. 

Applications, with names and addresses of 3 referees, should 
reach undersigned by 3lst December, 1949. 

A. R. Wisk, General Superintendent. 

NOTTINGHAM GENERAL HOSPITAL. (603 Beds, including 
“The Cedars” Branch Hospital) and RUDDINGTON HALL 
AUXILIARY HOSPITAL. Required, RESIDENT ORTHOPAEDIC 
AND FRACTURE HOUSE SURGEON. Applicants should 
have had previous experience in fracture and orthopedic 
work. The Orthopedic Department serves a large industrial 
district and post offers exceptional experience in traumatic 
surgery. Duties to commence as soon as possible. Salary 
and conditions of service in accordance with national recom- 
mendations ; for first post £350, second £400, third and subse- 
quent posts £450, less deduction at rate of £100 p.a. for beard, 
lodging, &c. Appointment for 6 months in the first instance. 
Appointment subject to National Health Service (Superannua- 
tion) Regulations, 1947/48. 

Applications, with copies of testimonials should be sent as 
soon as possible to— 

ENRY M. STANLEY, Secretary, 
Nottingham Area No. 1 Hospital "Management Committee. 


(200 Beds.) 

Required, 
Post affords 
of surgical tuberculosis. 
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NOTTINGHAM GENERAL HOSPITAL. Applications invited 
from _ registered medical practitioners (Male or Female) for 
appointments of :— 

HOUSE SURGEON (A),:duties to commence on or about 

16th January, 1950 

JUNIOR CASUALTY OFFICER, duties to commence as 

soon as possible. 

Salary and conditions of service in accordance with the pub- 
lished conditions of the Ministry of Health. Practitioners within 
3 months of qualification and liable under the National Health 
Service Act may apply, when appointment will be for 6 months. 

Applications, stating age, qualifications, and experience, 
with copies of testimonials, to be sent to— 

HENRY M. STANLEY, Secretary, 

Nottingham Area No. 1 Hospital Management Committee. 
NOTTINGHAM. THE HOGARTH RADIOTHERAPEUTIC 
CENTRE AT THE NOTTINGHAM GENERAL HOSPITAL. Required, 
JUNIOR REGISTRAR. Salary and conditions of service in 
accordance with the terms issued by the Ministry of Health. 
Appointment for 6 months in the first instance. The position 
is one which would appeal to medical practitioners wishing to 
specialise in radiotherapy, and will include full opportunities 
for acquiring the necessary clinical experience for the Diploma 
of Radiotherapy. Applications from practitioners holding Bl 
wal cannot be considered unless they are ineligible for H.M. 

orces. 

Applications, with copies of 1-3 recent testimonials, to be 
sent as soon as possible to— 

TENRY M. STANLEY, Secretary, 
Nottingham No. 1 Hospital Management Committee. 


NORTHAMPTON GENERAL HOSPITAL. (474 Beds.) Applica- 
tions invited from registered medic cal practitioners for following 
posts, vacant Ist January, 1950: 

REGISTRAR (B1), E.N.T. Department. 

JUNIOR REGISTRAR (B1), E.N.T. Department. 

Posts recognised for the D.L.O. Applicants should have had 
experience in E.N.T. work. Preference given to candidates 
holding a higher qualification. Salary and conditions of service 
according to the Ministry of Health scale, with a deduction at 
rate of £150 p.a. for residential emoluments. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of 3 testimonials, should be sent immedi- 
ately to— S. G. HIu, Secretary, Northampton and 

District Hospital Management Committee. 
General Hospital, Northampton. 
NORTHAMPTON. MANSFIELD ORTHOPADIC HOSPITAL. 
(200 Beds.) Required, JUNIOR ORTHOPADIC REGISTRAR 
(B1), resident, post vacant Ist January, 1950. Appointment 
for 1 year. Salary and conditions of service according to the 
Ministry of Health scale, with a deduction at rate of £150 ‘p.a. 
for residential emoluments. Post will provide experience in a 
wide range of orthopedic treatment, including outpatient clinics. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of 3 testimonials, should be sent immedi- 
ately to— S. G. HIL1, Secretary, Northampton and 

District Hospital Management Committee, 

General Hospital, Northampton. 

NORWICH. NORFOLK AND NORWICH HOSPITAL. (440 
Beds.) Required, HOUSE SURGEON (A) or (B2), Male, 
to the Orthopedic Department. 6 months’ appointment. 
Salary £350-£450 p.a., less £100 p.a. if resident. R practi- 
tioners within 3 months of qualification may apply. 

Applications should be addressed to— 

GATFIELD, Esq., Group Secretary, 
Norwich, Lowestoft, and Great Yarmouth (Group 6) 
Hospital Management Committee. 

NORWICH. JENNY LIND HOSPITAL FOR CHILDREN. ~ (80 
Beds.) Required, RESIDENT MEDICAL OFFICER (B2), post 
vacant Ist February, 1950. 6 months’ appointment. Salary 
£400-£450 p.a., less £100 p.a. for residential emoluments. R 
practitioners holding A posts may apply. 

Applications to Group Secretary, Norwich, Lowestoft and 
Great Yarmouth (Group 6) Hospital Management Committee, 
St. Stephens-road, Norwich. 

NORTH SHIELDS. PRESTON HOSPITAL. (439 Beds.) Applica- 
tions invited from registered medical practitioners for following 
bee Ei ve — 


(a) AURAL REGISTRAR (B1), non-resident. 

(6) HOU a SURGEON (A) or (B2), E.N.T. and general, 
resider 

(c) JU NIOR REGISTRAR (obststrics -and gynecology), 
resident. 


Appointments in accordance with national terms and condi- 
tions and National Health Service superannuation regulations. 
Deductions for residential emoluments: House Surgeon £100 
p.a., Junior Registrar £120 p.a. With regard to post (a) prefer- 
ence given to candidates intending to specialise in this branch 
of surgery or who already hold a higher qualification. Positions 
(a) and (b) are first appointments in a self-contained E.N.T. 
Unit (24 Beds) under construction and likely to be in operation 
by Ist March, 1950. The House Surgeon will also have general 
surgical duties at the Hospital. The post (c) is in a department 
comprising 38 maternity and 24 gynzcological beds, with a 
Premature Baby Unit of 6 Cots, and will become vacant 
lst February, 1950. 

Applications, giving age and full details of qualifications and 
previous experience, with 2 testimonials (or, if preferred, the 
names and addresses of 3 referees), should be sent to the Secretary, 
South East Northumberland. Hospital Management Committee, 
Preston Hospital, North Shields, by 31st December, 1949. 
Canvassing, either directly or indirectly, will be a disqualification. 
NEWPORT. ST. WOOLOS HOSPITAL. (402 Beds.) Required, 
HOUSE OFFICER (medical). Salary £350-£450 p.a., according 
to the number of —— posts held, less a deduction of £100 p.a. 
for full residential emoluments. 

Apply, with names of 2 persons for reference, to— 

17, Cardiff-road, Newport, Mon. Ts Be JONES, Secretary. 





NEWPORT, MON. ROYAL GWENT HOSPITAL. (256 Beds.) 
Required, HOUSE OFFICER (surgical). Appointment recog- 
nised for the Fellowship of the Royal College of Surgeons and 
is for 6 months. Salary £350—£450 p.a. in accordance with- the 
number of previous posts held, less a deduction of £100 p.a. 
for full residential emoluments. 

Apply, with names of 2 persons for reference, to 

17, Cardiff-road, Ne wport, Mon. T. A. JONES, Secretary. 
NEWARK DISTRICT HOSPITAL. (81 Beds.) Nottingham No. | 
HOSPITAL MANAGEMENT COMMITTEE. Required, RESIDENT 
MEDICAL OFFICER (B2), Male or Female, to commence duties 
immediately, for 6 months in the first instance. Salary £450, 
less a deduction of £100 p.a. in respect of board and lodging 
and other services provided. The variety of work available 
offers an excellent oppertunity to obtain sound experience as 
the work involves medical and surgical duties, and includes 
Outpatient and Casualty Clinics. 

Applications, with copy references, should be sent to the 

Assistant Secretary, Newark District Hospital, London-road, 
Newark, as soon as possible. 
PADDOCK WOOD, KENT * MOATLANDS.” Required, 
RESIDENT OBSTETRICAL OFFICER (B2), Female. 6 
months’ appointment from Ist February Salary in accord- 
ance with terms of service issued by the Ministry of Health. 

Applications, with copies of 2 recent testimonials, to be sent 
to the Secretary, Woolwich Group Hospital Management Com- 
mittee, Memorial Hospital, Shooters Hill, S.#.18. 
PETERBOROUGH DISTRICT HOUSE COMMITTEE. No. 12 
GROUP (EAST ANGLIAN) AREA HOSPITAL MANAGEMENT COMMITTEE. 
There is a vacancy for a RESIDENT HOUSE SURGEON at 
the Memorial Hospital. Appointment for 6 months. Salary and 
emoluments according to Ministry Scale. R practitioners within 
3 months of a gr Tg. may apply. 

Apply to Mr. C. TAYLOR, House Governor and Secretary, 
Memorial Hospital ‘Midland-road, Peterborough. 
PENDLEBURY. ROYAL MANCHESTER CHILDREN’S HOS- 
PITAL. SALFORD HOSPITAL MANAGEMENT COMMITTEE. Required, 
2 RESIDENT HOUSE SURGEONS (B2) or (A), Male or Female, 
House Officer status, vacant 24th and 3ist January, 1950. Each 
appointment is for 6 months. Salary in accordance with the 
new terms and conditions of service for hospital medical staff 
having regard to previous experience, less £100 p.a. for board 
and lodging. 

Applications, stating age, qualifications with dates, and 


~nationality, with copies of 3 recent testimonials, to be sent to 


the Superintendent, Royal Manchester Children’s Hospital, 
Pendlebury, to be received by 3lst December, 1949. 
PENDLEBURY. ROYAL MANCHESTER CHILDREN’S HOS- 
PITAL. SALFORD HOSPITAL MANAGEMENT COMMITTBRE. “Required, 
RESIDENT HOUSE PHYSICIAN (B2), Male Sor Female, 
House Officer status, post vacant 11th February, 1950. Appoint- 
ment for 6 months. Salary in accordance with the new terms 
and conditions of service for hospital medical staff, having 
regard to previous experience, less £100 p.a. for board and 
lodging. R practitioners within 3 months of qualification or 
holding A posts may apply. 

Applications, stating age, qualifications with dates, and 
nationality, with copies of 3 recent testimonials, to be sent to 
the Superintendent, Royal Manchester Children’s Hospital, 
Pendlebury, to be received by 31st December, 1949. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Greenbank-road, PLYMOUTH. Required, HOUSE 
PHYSICIAN (B2), post vacant 23rd February, 1950. Salary 
and conditions of service in accordance with the National Health 
Service terms. R practitioners holding A posts and who have 
completed a 5 months’ tenure of those posts may apply, when 
appointment will be limited to 6 months. 

Applic ations, stating age, nationality, qualifications, and 
experience, with 3 recent testimonials, should be sent to— 

ARTHUR R. Casu, Secretary, Plymouth, South Devon and 
East Cornwall General Hospital Management Committee. 
c/o South Devon and East Cornwall Hospital, 
Greenbank-road, Plymouth. “1 ; 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Greenbank-road, PLYMOUTH. Required, HOUSE 
SURGEON (B2) to Casualty and Fracture Departments, post 
vacant 5th January, 1950. Salary and conditions of service in 
accordance with the new National Health Service terms. R 
practitioners holding A posts and who have not completed 
a 5 months’ tenure of those posts may apply, when appointment 
will be limited to 6 months. - . 

Applications, stating age, qualifications, and experience, with 

copy testimonials, should be sent to— 

ARTHUR R. CASH, Secretary, 
Plymouth; South Devon and East Cornwall General 
Hospital Management Committee. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Freedom Fields, PLYMOUTH. Required, CASUALTY 
AND RECEIVING ROOM OFFICER (B2). Appointment, 
which affords excellent experience of a ge neral character in 
both medicine and surgery, will be for 6 months and terminable 
by 1 month’s notice on either side. Salary and conditions of 
service in accordance with the new National Health Service 
terms. R prac titioners holding A posts and who have not 
completed a 5 months’ tenure of those posts may apply. 

Applic ations, stating age, nationality, qualifications, and 
experience, with 3 recent testimonials, should be sent to— 

ARTHUR R. CASH, Secretary, 
Plymouth, South Devon and East Cornwall General 
ospital Management Committee. 
PONTYPOOL AND DISTRICT HOSPITAL. House Officer 
(surgical) is required at this Hospital of 115 Beds. Salary 
£350-£450 p.a., according to number of previous posts held, 
less a deduction of £100 p.a. in respect of full residential 
emoluments. 
Apply, with names of 2 persons for reference, to— 
17, Cardiff-road, Newport, Mon. T. A. JONES, Secretary. 
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PONTYCLUN. HENSOL CASTLE CERTIFIED INSTITUTION 
FOR THE ONS OF THE MENTALLY DEFECTIVE. (560 Beds.) 
Required, JUNIOR HOSPITAL MEDICAL OFFICER at 
above Institution. Preference given to applicants who have had 
previous experience in mental deficiency work. Salary in 
accordance with the terms of service issued by the Ministry of 
Health. 

Full information and forms of application obtainable from the 
Medical Superintendent, Hensol Castle, near Pontyclun, Glam, 
and applications must be received by him not later than 7th 
January, 1950. J. B. Parry, Secretary, 

Morgannwg Hospital Management Committee. 
i] Morgannwg Hospital, Bridgend. 


PRESTON INFECTIOUS DISEASES HOSPITAL. 
CHORLEY HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT MEDICAL OFFICER to above Hospital of 100 
Beds. Duties also include attendance at the nearby Chestnuts 
Sanatorium (30 Beds). Total beds are divided fevers 55, 
pulmonary tuberculosis 75. Visiting Specialists. Salary £350- 
£450, according to previous service, less £100 for board- 
residence. 

Applications, stating age, 
with references, should be 
undersigned at the 


Preston and 


qualifications, and experience, 
forwarded as soon as possible, to 
Royal Infirmary, Preston. 

JOHN GIBSON, Secretary. 
PRESTON ROYAL INFIRMARY. Applications invited from 
qualified medical practitioners (Male or Female, including 
ex-Service doctors) for following posts :— 

OPHTHALMIC HOUSE SURGEON (recognised for D.O.M.S 
examination). 

E.N.T. HOUSE SURGEON (recognised for D.L.O 
tion, Deafness Clinics, Hearing-aid Department, 
and Clinics). 

Salary in each case £350-—£450, less £100 for board-residence, 
according to experience. 

Apply, with full particulars, to the Secretary, 
Management Committee, Royal Infirmary, Preston. 
RAMSGATE. THE GENERAL HOSPITAL. (10! Beds.) Isle of 
THANET HOSPITAL MANAGEMENT COMMITTEE. Required, HOUSE 
SURGEON (B2). Appointment for 6 months. Salary £400- 
£450 p.a., less £100 for residential emoluments. R practitioners 
holding A posts may apply. 

Applications, stating age and qualifications, with copies of 

3 recent testimonials, should be sent as soon as possible to the 
Administrator, The General Hospital, Ramsgate. 
REDRUTH, CORNWALL. CAMBORNE-REDRUTH MINERS’ 
AND GENERAL HOSPITAL. (163 Beds.) WEST CORNWALL HOSPITAL 
MANAGEMENT COMMITTEE. Required, HOUSE PHYSICIAN (A), 
post now vacant. Salary £350 or £400 p.a., depending on 
experience, with £100 deduction in respect of board and lodging. 
Practitioners within 3 months of qualification may apply when 
appointment will be limited to 6 months. 

Applications, stating age, qualifications, and experience, with 
copies of 2 testimonials, should be forwarded to the Adminis- 
trative Assistant, Camborne-Redruth Miners’ and General 
Hospital, Redruth, Cornwall 
READING AND DISTRICT HOSPITAL MANAGEMENT COM- 
MITTEE. Applications invited from registered medical practi- 
tioners for following posts :— 

ASSISTANT of Registrar status for duties 
with the hospital eye service, immediate vacancy. Salary 
£775 p.a. in first year. Applications from practitioners holding 
B1 posts cannot be considered unless ineligible for H.M. Forces. 
Apply Chief Administrative Officer, 3, Craven-road, Reading. 

RESIDENT ANASSTHETIST (B2), vacant immediately at 
the Royal Berkshire Hospital (383 Beds). Salary within range 
£400-£450 p.a., less £100 for residential emoluments. R practi- 
tioners holding A posts may apply. Appointment will then be for 
6 months. Apply to Administrative Officer, Royal Berkshire 
Hospital, Reading. 

Each of above appointments is subject to the passing of a 
medical examination, the National Health Service super- 
annuation regulations, and terms and conditions of service as 
published by the Ministry of Health. 

Applications, addressed as shown, should state age, quali- 
fications with dates, present post, and nationality, and should 
be accompanied by copies of 3 recent testimonials. 

RICHMOND, SURREY. ROYAL HOSPITAL. Required, Senior 
REGISTRAR (Male), resident, post vacant 2nd January, 1950. 
Candidates should hold one of the higher surgical qualifications. 
Salary £1000 p.a., less £150 p.a. for board, residence, laundry, 
&c. Appointment for 1 year in the first instance. 

Applications, stating age, nationality, qualifications with 
dates, and experience, with copies of 3 testimonials should be 
sent to the Secretary, LORD AUCKLAND, Kingston Group Hos- 
pital Management Committee, by 28th December, 1949. 
ROCHDALE. BIRCH HILL HOSPITAL. (General—89! Beds.) 
Required, RESIDENT JUNIOR ORTHOPZDIC REGISTRAR 
(B1), 1 year’s appointment. Salary in accordance with the terms 
of service for hospital medical staff in the National Health 
Service. Suitably qualified practitioners holding B2 appoint- 
ments are invited to apply. 

Applications to be sent immediately to— 

S. HODKINSON, Secretary, Rochdale and 
District Hospital Management Committee. 

132, Drake-street, Rochdale. 
ROMFORD. OLDCHURCH HOSPITAL. 
2 HOUSE PHYSICIANS (A) or (B2). Appointment tenable 
for 6 months. ary and conditions of service in accordance 
with Ministry of Health scale for House Ofifcers. Suitably 
— R practitioners holding B2 appointments are invited 

apply. 

Applications, stating age, qualifications, present speieiment, 
and ee, with 2 names for reference, should be addressed 
immediately to the Secretary, Romford Group Lg = roaeast 
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ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (725 Beds.) 
Applications invited for whole-time appointment of SENIOR 
ORTHOPAZDIC REGISTRAR (B1) at above Hospital. Resident 
quarters are available in the Hospital but consideration will be 
given to applicants who desire to be non-resident. Salary, &c., 
in accordance with the national terms and conditions of service. 

Applications, stating age, qualifications (F.R.C.S. essential), 
present appointment, and details of experience, with names of 3 
referees, should be forwarded to the Secretary, Romford Group 
Hospital Management Committee, Oldchurch Hospital, Romford, 
by 24th December, 1949. 

ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (725 Beds.) 
Applications invited for whole-time appointments of :— 

REGISTRAR ANASTHETIST (B1). 

JUNIOR REGISTRAR ANASTHETIST (B1) 
at above Hospital. Resident quarters are available in the 
Hospital, but consideration will be given to applicants who 
desire to be non-resident. For the Registrar post, the successful 
candidate must hold the D.A. The Hospital offers good oppor- 
tunities for gaining further experience in the administration of 
anesthetics. Salary, &c., in accordance with national terms and 
conditions of service. Applications from practitioners now 
holding B1 posts cannot be considered unless ineligible for H.M. 
Forces. 

Applications (stating post applied for), giving age, qualifica- 

tions, present appointment, and details of experience, with 
names of 3 referees, should be forwarded to the Secretary, 
Romford Group Hospital Management Committee, Oldchurch 
Hospital, Romford, by 24th December, 1949. 
ROTHERHAM. DONCASTER GATE HOSPITAL. (150 Beds.) 
RESIDENT HOUSE SURGEON AND CASUALTY OFFICER 
(A) or (B1) required. Salary £400—£500 p.a., less £100 p.a. for 
residential emoluments (rate of salary approved by Ministry 
for this Hospital), according to experience. Appointment subject 
to National Health Service superannuation regulations, and to 
medical examination. R praétitioners, ineligible for H.M. Forces 
or within 3 months of qualification considered. 

Applications, stating age, qualifications, experience, and 
nationality, with names of 3 referees, to be addressed to the 
Secretary to the Management Committee, Montagu Hospital, 
Mexborough, Yorks, as soon as possible. 


RUGBY. HOSPITAL OF ST. CROSS AND ST. MARY’S 
HOSPITAL. NO. 20 GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Required, HOUSE SURGEON (A) or (B2), Male or Female, 


post vacant immediately, for Gynecological and Midwifery 
Departments of above Hospitals (32 midwifery beds, 10 gynzeco- 
logical). National scale of salary. 

Applic ations, stating experience, age, 
copies of testimonials, to the 
St. Cross, Rugby. 

SALFORD ROYAL HOSPITAL. Salford Hospital Management 
COMMITTEE. 

HOUSE SURGEON (A), general, vacant 2ist January, 1950. 

HOUSE PHYSICIAN (A), vacant 2ist January, 1950. 

CASUALTY HOUSE SURGEON (A), vacant 20th January, 
1950. 

2 HOUSE SURGEONS (A) or (B2) to Special Departments, 
vacant January, 1950. (Further particulars may be obtained on 
application.) 

Appointments for 6 months. Salary in accordance with terms 
and conditions of service of hospital medical staff 

Applications, with copies of 3 testimonials, should be addressed 

to the Superintendent at the Hospital immediately. 
SALISBURY GENERAL HOSPITAL. Required, Resident House 
SURGEON to the Gynecological Department. Appointment 
for 6 months, and the salary and conditions of service are in 
accordance with the national scales. It is desirable that successful 
applicant should commence duties at the beginning of January, 
1950. R practitioners holding A posts may apply. 

Applications, stating age, qualifications, experience, and 
nationality, with copies of recent testimonials, should be sent 
immediately to the Secretary, Salisbury Group Hospital 
Management Committee, General Infirmary, Salisbury. 
SHOTLEY BRIDGE GENERAL HOSPITAL, Shotley Bridge, 
CO. DURHAM. (550 Beds.) NORTH WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE. Applications invited from medical 
practitioners (Male or Female) for 3 vacancies as HOUSE 
SURGEONS or HOUSE PHYSICIANS (A) or (B2), tenable 
for 6 months in the first instance, duties to commence Ist January, 
1950. Salary £350, £400, or £450 p.a., according to experience, 
less £100 for board, lodging, &c. 

Applications, stating age, qualifications, experience, 
nationality, with names and addresses of 2 referees, 
forwarded to the Secretary, 
Shotley Bridge, co. Durham. pA a ° 
SHEFFIELD, 6. WHARNCLIFFE HOSPITAL. Required, Senior 
REGISTRAR (B1), orthopeedic, non-resident, at above General 
Hospital. Salary scale £1000—£1300 p.a. inclusive, commencing 
at appropriate point on the scale. Terms and conditions of 
service as issued by the Ministry of Health and appointment is 
subject to National Health Service superannuation regulations. 
R practitioners already holding Bl posts cannot be considered 
unless they have the permission of the Central Medical War 
Committee. 

Applications, stating age, qualifications, and experience, 
should be forwarded immediately to the Medical Superintendent, 
Wharncliffe Hospital, Sheffield, 6, marked ‘ Confidential.’ 

. BRADLEY, Secretary, 
Sheffield No. 2 Hospital Management Committee. 
SHEFFIELD. CITY GENERAL HOSPITAL (recognised for F.R.C.S. 
England). Required, CASUALTY OFFICERS (A) or (B2), 
2 vacancies, at appropriate salary according to whether it is the 
first, second or third post held. 

Applications should be forwarded as soon as possible to 

undersigned at Nether es Hospital, Sheffield, 11. 
W. STANSFIELD, Secretary 
Sheffield No. 1 Hospital anngemness Committee. 
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SHEFFIELD. CITY GENERAL HOSPITAL (recoznisei for F.R.C.S. 
England). Required, RESIDENT HOUSE SURGEON (B2). 
Appointee will assist in the Thoracic Surgical Unit in addition 
to general duties. Salary and conditions in accordance with the 
new terms of service for House Officers. 

Applications should be forwarded as soon as possible to 
undersigned at Nether Edge Hospital, Sheffield, 11. 

W. STANSFIELD, Secretary, 

Sheffield No. i Hospital Management Committee. 
SHEFFIELD. CITY GENERAL HOSPITAL (recognised for F.R.C.S. 
Engtand). Required, ORTHOP DIC HOUSE SURGEON 
(B2). Salary and conditions in accordance with the new terms 
of service for House Officers. 

Applications should be forwarded as soon as possible to 
undersigned at Nether Edge Hospital, Sheffield, 11. 

: W. STANSFIELD, Secretary, 

Sheffield No. 1 Hospital Management Committee. 
SHEFFIELD. UNITED SHEFFIELD HOSPITALS. Roya! Infir- 
MARY, SHEFFIELD. Applications invited from registered medical 
eeu’ t Male and Female, for following posts now vacant :— 

HOUSE SURGEON (A) to the Orthopedic Department. 
HOUSE SURGEON (A) to the Neurosurgical Department. 
HOUSE SURGEON. 
Salary £350 p.a., less £100 p board-residence. Practitioners 
within 3 months of eualthottion and liable under the National 
Service Acts may apply, when appointment will be for 6 ‘months. 
Applications should be sent forthwith to— 
FRANK HART, Superintendent. 
Royal Infirmary. Sheffield, 6 
SHEFFIELD. UNITED SHEFFIELD HOSPITALS. Royal Infirmary, 
SHEFFIELD. Required, HOUSE SURGEON (A), Male or Female, 
to the Orthopeedic Department, post now vacant. Salary £350 
p.a., less £100 p.a. board-residence. Practitione rs within 3 
months of qualification and liable under the National Service 
Acts may apply, when appointment will be for 6 months. 
Applications should be sent forthwith to— 
FRANK Hart, Superintendent. 
Royal Infirmary, Sheffield, 6 


SCOTLAND. NORTH-EASTERN REGIONAL HOSPITAL 
BOARD. BOARD OF MANAGEMENT FOR THE ABERDEEN GENERAL 
HOSPITALS. Applications invited for post of Whole-time SENIOR 
REGISTRAR (B1) in radiology on the staff of the Aberdeen 
General Hospitals. Commencing salary within scale £1000 to 
maximum of £1300 p.a. Terms and conditions of service are as 
laid down for hospital medical and dental staff (Scotland). 

Particulars of appointment obtainable from undersigned 
with whom applications, including names of 2 referees, should be 
lodged on or before 7th January, 1950. 

JOHN A. MCCONACHIE, Secretary. 

1, Albyn-place, Aberdeen. 

SCUNTHORPE AND DISTRICT WAR MEMORIAL HOSPITAL. 
{256 Beds.) Required, JUNIOR REGISTRAR AN AXSTHETIST 
(B1), resident. National terms and conditions. Hospital is 
recognised for the D.A. 

Applications, stating full details, with copies of 2 recent 
testimonials or names of referees, immediately to the Secretary, 
7a Hospital Management Committee, Scunthorpe, 

uines. 

SCUNTHORPE AND DISTRICT WAR MEMORIAL HOSPITAL. 
(256 Beds.) RESIDENT HOUSE PHYSICIAN (B2), vacant 
end January, 1950—busy department 24 Beds. 6 months’ 
appointment in first instance at gross salary of £400 or £450 p.a., 
according to previous hospital experience. 

Applications, with copies of 2 testimonials or names of referees, 
to the Secretary, Scunthorpe Hospital Management Committee, 
War Memorial Hospital, Scunthorpe, Lines. 


SOUTH EAST ESSEX HOSPITAL MANAGEMENT COMMITTEE. 
TILBURY AND RIVERSIDE GENERAL HOSPITALS. Required, 
HOUSE SURGEON (B2), post vacant from Ist January, 1950. 
Salary £350-£450 p.a., according to experience, less £100 in 
respect of full residential emoluments. Appointment, which 
qualifies for the Fellowship of the Royal College of Surgeons, 
will be for 6 months in the first instance. R practitioners holding 
A posts may be accepted. 

Applications, with copies of 3 recent testimonials, should be 
forwarded as soon as possible to— 

G. E. WuyTe, Deputy Secretary. 
Thurrock Hospital, Stifford Long-lane, Grays, Essex, 
ist December, 1949. 


STAMFORD. RUTLAND AND GENERAL HOSPITAL. Required, 
CASUALTY OFFICER AND HOUSE PHYSICIAN (A), Maie 
or Female, post vacant Ist January, 1950. Salary £350, less £100 
for residential emoluments. 

Applications, stating age, qualifications with dates, nation- 
ality, with copies of 3 recent testimonials, should be sent to the 
Secretary, Stamford Hospital. 


STOKE-ON-TRENT. NORTH STAFFORDSHIRE ROYAL 
INFIRMARY. (475 Beds.) Required, SENIOR SURGICAL 
REGISTRAR to the Orthopedic Department, post now vacant. 
The terms and conditions of service for hospital medical and 
dental staffs will apply. 

Applications, giving full particulars of experience, with copies 
of recent testimonials, should be addressed to undersigned and 
forwarded forthwith. 

THORNBURROW GIBSON, Secretary, 
Stoke-on-Trent Hospital Management Committee. 


STOCKTON-ON-TEES. WINTERTON HOSPITAL MANAGE- 
MENT COMMITTEE. Locum Tenens REGISTRAR required at 
above Hospital. Knowledge of psychiatry desirable but not 
essential. Salary £775 p.a., from which £181 10s. p.a. will be 
deducted for board and residence, &c. Post subject to the 
provisions of the yg gy Health Service superannuation 
regulations (S.R. & O. 1 im 

Applications to be akipeaal to the Medical Superintendent, 
Winterton Hospital, Winterton, Stockton-on-Tees. 











SHREWSBURY. SHELTON MENTAL HOSPITAL. Required, 
HOUSE PHYSICIAN (A) or (B2), Female. Salary, according 
to grade, £350-£450 p.a., less cash deduction of £100 p.a. for 
board and lodging. Appointme nt subject to National Health 
Service superannuation regulations (Mental Health Officer). 
Opportunity for experience in all branches of psychiatry, both 
in Hospital and at psychiatric clinics. 

Applications should be addressed to the Medical Super- 
intendent, Shelton Hospital. Shrewsbury, and should be received 
before 14th January, 1 50. 

. P. MALLETT, Secretary, 
Shre wsbury Sieatee 15 Hospital Management Committee. 
Royal Salop Infirmary, Shrewsbury, 24th November, 1949 
SKIPTON GENERAL HOSPITAL, Skipton. . (64 Beds.) Reqsired, 
HOUSE SURGEON (B2® 6 months’ appointment. Salary in 
accordance with National Health Service terms and conditions 
of service of hospital medical and dental staff (England and 
Wales). R practitioners holding A posts may apply. 
Applications, stating age, qualifications, experience, and 
nationality, with copies of recent testimonials, to be forwarded 
as soon as possible to the Secretary, Bingley, Keighley, Skipton 
and Settle Hospital Management Committee, Administrative 
Offices, St. John’s Hospital, Fell-lane, Keighley. Canvassing in 
any form is prohibited. 
SLOUGH, BUCKS. UPTON HOSPITAL. Windsor Group 
HOSPITAL MANAGEMENT COMMITTEE. CASUALTY OFFICER 
(B2) required, to commence Ist January, 1950. Appoint- 
ment tenable for 6 months. Salary as for second post at £400 
p.a., less £100 payable for residential emoluments. Applica- 
tions invited from R practitioners who have held one post. 
Applications, stating age, qualifications with dates, and 
enclosing testimonials, should be sent to the Administrative 
Officer. 
SOUTH SHIELDS. GENERAL HOSPITAL. South Shields District 
HOSPITAL MANAGEMENT COMMITTEE. Required, 2 RESIDENT 
HOUSE SURGEONS (A), Male or Female, one for general surgery 
and one for gynecology and obstetrics. Both posts vacant Ist 
February, 1950, and tenable for 6 months. Salary in accordance 
with national scales. 
Applications to be addressed to the Medical Superintendent, 
Gener&’i] Hospital, Harton-lane, South Shields, as soon as possible. 
SOUTH SHIELDS. GENERAL HOSPITAL. South Shields District 
HOSPITAL MANAGEMENT COMMITTEE. Required, 3 RESIDENT 
HOUSE PHYSICIANS (A), Male or Female, one of which is 
vacant now, and the other two Ist February, 1950. Posts are 
tenable for 6 months, salary in accordance with national 
scales. 
Applications to be adffessed to the Medical Superintendent, 
General Hospital, Harton-lane, South Shields, as sooy as‘possible. 
SOUTHAMPTON BOROUGH GENERAL HOSPITAL. House 
SURGEON required, resident, post now vacant. “Salary in 
accordance with terms and conditions of service issued by the 
Ministry of Health. 
Applications, with copies of testimonials to be forwarded 
as soon as possible to the Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS AND SOUTH- 
AMPTON HOSPITAL. (290 Beds.) 2 HOUSE SURGEONS (A) 
or (B2) required, resident. Both vacancies early January, 1950. 
Tenable for 6 months. Salary £350-£450 p.a., according to 
number of posts previously held, less £100 p.a. for residential 
emoluments. Terms and conditions of service as laid down by 
the Ministry of Health. 
Applications, with copies of testimonials, to be submitted to 
the Secretary, Southampton Group Hospital Management 
Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS AND SOUTH- 
AMPTON HOSPITAL. (290 Beds.) Required, ORTHOPACDIC 
HOUSE SURGEON (B2), resident, post now vacant. Tenable 
for 6 months. This Hospital provides a comprehensive ortho- 
peedic service and is the centre to which all trauma from a large 
industrial town and port is directed. Salary £350-£450 p.a., 
according to number of posts previously held, less £100 p.a. 
for residential emoluments. Terms and conditions of service 
as laid down by the Ministry of Health. : 
Applications, with copies of testimonials, to be submitted 
as soon as possible to the Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON INFECTIOUS DISEASES HOSPITAL AND 
SANATORIUM, SOUTHAMPTON. JUNIOR RESIDENT MEDICAL 
OFFICER (A) or (B2), Male or Female, required immediately. 
Salary £350—-£450 p.a. acc cording to experience, less £100 p.a. 
for residential emoluments, in accordance with the national 
terms and conditions of service (House Officers). R practitioners 
within 3 months of qualification also those holding A posts 
may apply. 
Applications, with copies of references, to be submitted as 
soon as possible to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
STOCKPORT INFIRMARY. Applications invited from registered 
medical practitioners (Male or Female) for following appoint- 
ments, including R_ practitioners within 3 months of 
qualification :— 
RESIDENT HOUSE SURGEON (A), general surgery, 
vacant 18th January, 1950. 

RESIDENT HOUSE SURGEON (A), E.N.T. and general 
surgery, vacant 20th January, 1950. 

RESIDENT HOUSE SURGEON (A), ophthalmic and general 
surgery, vacant 16th January, 1950 

Appointment in each case is of’ 6 months’ duration and the 
salary is in accordance with the terms and conditions of service 
for hospital medical staff. 

Applications, stating age, nationality, qualifications with 
dates, with copies of 2 testimonials, to be forwarded immedi- 
ately to— G. PrIcE, Secretary, Stockport and 

Buxton Hospital Management Committee. 

59B, Shaw Heath, Stockport, 8th December, 1949. 
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STOURBRIDGE. WORDSLEY HOSPITAL, near Stourbridge. 
(440 Beds.) DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP, BIRMINGHAM REGION. Required, HOUSE OFFICER 
(Resident- —Surgical) (A) or (B2) (with Anesthetic duties) at 
Wordsley Hospital, post now vacant and tenable for 6 months. 
Salary £350-£450 p.a., according to the number of posts 
previously held. A deduction of £100 p.a. in respect of residential 
emoluments will be made. R practitioners within 3 months of 
qualification or holding A posts may apply. 

Applications, stating age, nationality, qualifications with 

dates, experience, and details of previous appointments, with 
copies of 3 recent testimonials, to H. RAYMOND HURST, 
Secretary to the Management Committee, The Guest Hospital, 
Dudley, Worcs. 
STOURBRIDGE. THE CORBETT HOSPITAL. (106 Beds.) 
DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL GROUP, BIR- 
MINGHAM REGION. Required, HOUSE OFFICER (A) or (B2), 
Resident Physician. Post vacant 16th February, 1950, and will 
be tenable for 6 months. Post will be House Officer status 
and salary £350-—£450 p.a., according to the number of posts 
previously held. A deduction of £100 p.a. in respect of residential 
emoluments will be made. R practitioners within 3 months of 
qualification or holding A posts may apply. 

Applic ations, stating age, nationality, qualifications with date 
experience, and details of previous appointme nts, with copies 
of 3 recent testimonials, to— 

H. RAYMOND Hurst, 
Secretary to the Management Committee. 

The Guest Hospital, Dudley. 

STOURBRIDGE. THE CORBETT HOSPITAL. 
DUDLEY, STOURBRIDGE AND DISTRICT 
MINGHAM REGION. Required, HOUSE OFFICER (A) or (B2), 
resident, surgical. Post will be House Officer status and salary 
£350-£450 p.a. according to the number of posts previously 
held. A deduction of £100 p.a. in respect of residential emolu- 
ments will be made. R practitioners within 3 months of 
qualification or holding A posts may apply. 

Applications, stating age, nationality, qualifications with dates, 
experience, and details of previous appointments, with copies 
of 3 recent testimonials, to— 

H. RAYMOND Horst, . 
Secretary to the Management Committee. 

The Guest Hospital, Dudley. 

STAFFORD. STAFFORDSHIRE GENERAL 
Required, HOUSE SURGEON (A), Male or 
vacant 7th January, 1950. 
dential emoluments. 

Applications, giving particulars as to age, qualifications, and 
experience, with copies of 3 recent testimonials, should be for- 
warded immediately to— H. H. Jonrs, Secretary, 

Stafford Hospital Management Committee. 

13, Foregate-street, Stafford. 

ST. HELENS HOSPITAL. (183 Beds.) Applications invited from 
suitably qualified R practitioners for following posts :-— 

RESIDENT ANAESTHETIST AND CASUALTY OFFICER 
(B2). 6 months’ appointment. Salary £400-£450, less £100 
for residential emoluments. 

RESIDENT HOUSE SURGEON (A) or (B2). 6 
appointment. 
emoluments. 


1e St. Helens Hospital, comprising 183 Beds, has 6 Resident 
Medical Officers and a full staff of Visiting Consultants. The 
work is mainly of a surgical nature, and includes obstetrics, 
gynecology, E.N.T., and orthopedics. 

Applications to be forwarded as soon as possible to 

N. RICHARDS, Secretary, St. Helens and 
District Hospital Management Committee. 

Group Office, County Hospital, Whiston, near Prescot, Lancs. 
SWANSEA HOSPITAL. (343 Beds.) Glantawe Hospital Manage- 
MENT COMMITTEE. Required, RESIDENT HOUSE SURGEON 
(A), post vacant 4th January, 1950. Salary in accordance with 
the Ministry of Health terms and conditions of service of 
medical and dental staffs of hospitals. KR practitioners within 
3 months of qualification may apply, when appointment will be 
limited to 6 months. 

Applications should be forwarded to— 

0. C, HOWELLS, Secretary to the Committee. 

Swansea Hospital, St. Helen’s-road, Swansea. 

SWANSEA HOSPITAL. (343 Beds.) Gilantawe Hospital Manage- 
MENT COMMITTEE. Required, RESIDENT JUNIOR CASUALTY 
OFFICER AND HOUSE SURGEON (A) to the Gynecological 
Unit. Salary in accordance with Ministry of Health terms and 
conditions of service of medical and dental staffs of hospitals, 
Practitioners within 3 months of qualification may apply, when 
appointment limited to 6 months. 

Applications — be forwarded to— 

HOWELLS, Secretary to the Committee. 

Swansea Hospital. St. Helen’s- -road, Swansea. 

SWANSEA HOSPITAL. (343 Beds.) Required, Resident Junior 
REGISTRAR (orthopedic) in_charge of fractures. Salary 
in accordance with Ministry of Health terms and conditions of 
service of medical and dental staffs of hospitals. 

Applications should be forwarded to the Secretary, Glantawe 
Hospital Management Committee, Swansea Hospital, St. Helen’s- 
road, Swansea, as early as a. 

HOWELLS, Secretary, 
ineiin Hospital Management Committee. 
TAPLOW, BUCKS. CANADIAN RED CROSS MEMORIAL 
HOSPITAL. Required, HOUSE PHYSICIAN (B2) to Special 
Unit for Juvenile Rheumatism. Post offers scope for those 
interested in cardiology, peediatrics, and research. Appointment 
to be for 6 months, commencing 16th January,1950. Salary £450 
p.&., less £100 p.a. residential emoluments. Previous experience 
as House Physician essential. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of 3 recent testimonials, should be sent 
to the Administrative Officer. 
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SUNDERLAND AREA HOSPITAL MANAGEMENT COM- 
MITTEE. Applications invited for following posts :— 

The Royal Infirmary, Sunderland (312 Beds) 

2 HOUSE PHYSICIANS, vacant Ist February and 7th 

February, 1950. 

HOUSE SURGEON to the E.N.T. Department, now vacant. 
HOUSE SURGEON, vacant Ist January, 1950. 
HOUSE SURGEON to the Orthopedic Department, vacant 

8th February, 1950. 

HOUSE SURGEON, vacant 18th February, 1950. 

The General Hospital, Sunderland (451 Beds) . 
RESIDENT ANAXSTHETIC REGISTRAR, now vacant. 
HOUSE SURGEON, vacant 2nd February, 1950. 

ae aa and Southwick Hospital, Sunderland (120 

3eds) 
HOUSE SURGEON to the Orthopedic Department 
vacant. 
HOUSE SURGEON, vacant Ist February, 1950. 
Ryhope Genera! Hospital, Ryhope, near Sunderland (300 


», now 


3eds) 

HOUSE SURGEON, vacant 15th February, 1950. 

Salaries and conditions of service in accordance with the 
National Health Service regulations. Bl posts: Applications 
from practitioners holding B1 posts cannot be considered unless 
ineligible for H.M. Forces. B2 posts: R practitioners holding 
A posts may apply, when appointment will be limited to 6 
months. A posts: Male practitioners within 3 months of 
qualification who are eligible for military service may apply, 
when appointment will be limited to 6 months. 

Applications, stating age, nationality, qualifications, and 
experience, with names of 2 referees, to F. DAGNALL, Secretary, 
Sunderland Area Hospital Management Committee, General 
Hospital, Sunderland. 

TAUNTON AND SOMERSET HOSPITAL. (284 Beds—8 Resi- 
dents; additional béds will be opened in the near future.) 
Required, RESIDENT SURGICAL REGISTRAR (B1). Post 
is at present in the Registrar grade. Sa.ary in accordance with 
the Ministry’s scale—i.e., £775-£115-£890 p.a., less £100 for 
residential emoluments. Post tenable for 12 months in the 
first instance. 

Applications, giving full details of qualifications, experience, 

and names and addresses of 2 referees, should be forwarded 
immediately to the Secretary, Taunton Hospital Management 
Committee, Musgrove Park Hospital, Taunton. 
TAUNTON AND SOMERSET HOSPITAL. (284 Beds—8 Resi- 
dents.) Required, RESIDENT HOUSE SURGEON (A) or 
(B2). Salary on National Health Service scale: for first post 
held £350 p.a., second post £400, less deduction of £100 p.a. 
for board, lodging, &c. Appointment subject to National Health 
Service superannuation regulations. Post of House Surgeon 
is recognised by the Royal College of Surgeons as a qualifying 
appointment for the Final Fellowship Examination. Successful 
applicant required to take up the post as from ist January, 
1950. R practitioners within 3 months of qualification or 
holding an A post may apply. 

Applications, stating age, qualifications with dates, and 

details of experience, with 2 recent testimonials, should be sent 
to the Secretary, Taunton Hospital Management Committee, 
Musgrove Park Hospital, Taunton, Somerset. 
TAUNTON AND SOMERSET HOSPITAL. (284 Beds—8 Resi- 
dents; additional beds will be opened in the near future.) 
Applications invited from registered medical practitioners for 
following posts :— 

pa nl pen PHYSICIAN (A) or (B2), Peediatric 

Hd ope ment. 

RESI DENT. IOUSE SURGEON (A) or (B2), gynecology 

and obstetrics. 

RESIDENT HOUSE SURGEON (A) or (B2), general surgery 

and orthopedics. 

Salary on National Health Service scale: for first post held 
£350 p.a. and second post £400, less deduction of £100 p.a. for 
board, lodging, &c. Appointme nt subject to National Health 
Service superannuation regulations. Post of House Physician 
is recognised by the Royal College of Physicians as a qualifying 
appointment for the D.C.H. Post of House Surgeon is recognised 
by the Royal College of Surgeons as a qualifying appointment 
for the Final Fellowship Examination. Successful applicants 
required to take up their posts on Ist February, 1950. R prac- 
titioners within 3 months of qualification or holding an A post 
may apply. 

Applications, stating age, qualifications with dates, and 
details of experience, with 2 recent testimonials, should be sent 
to the Secretary, Taunton Hospital Management Committee, 
Musgrove Park Hospital, Taunton. rr Se 
TYNEMOUTH VICTORIA JUBILEE INFIRMARY. Vacancies 
will arise lst February, 1950, for 2 HOUSE SURGEONS (A) 
and (B2) and 1 HOUSE PHYSICIAN (A). Salary in each case 
£350, £400, or £450 p.a., less £100 p.a. for residential emolu- 
ments. Appointments will be in accordance with national 
terms and conditions and National Health Service regulations. 

Applications, stating age and qualifications, with copies of 

3 recent testimonials, shonld be forwarded to the Secretary, 
South East Northumberland Hospital Management Committee, 
Preston Hospital, North Shields. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOSPITAL. 
(323 Beds.) WINCHESTER GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. RESIDENT ANASSTHETIST (B2), vacant 14th 
January, 1950. Salary £400 or £450 p.a., according to experience, 
_ ef for board and residence. "Hospital recognised for 
the 


A to be sent to the Superintendent, 
Hampshire County Hospital. : : 
WORCESTER ROYAL INFIRMARY. Required, House Physician 
(B2). Appointment for 6 months. Salary in accordance with 
the terms and conditions of service of hospital medical staff. 

Applications, with copies of testimonials, should be addressed 
immediately to— S. RIppier, Secretar 





Royal 


J. y; 
South Worcestershire Hospital Management Committee. 
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HISTON. COUNTY HOSPITAL. Beds.) Required, 
CASUALTY AND ADMISSION OFFI ER (B2), resident or 
non-resident. 6 months’ appointment. Salary £400-£450, less 
£100 for residential emoluments. R practitioners holding A 
posts may apply 

Applications & a forwarded as soon as possible to— 

. RICHARDS, Secretary, St. Helens and 
Dintret Hospital Management Committee. 

Group Office, County Hospital, Whiston, near Prescot, Lancs. 
WHISTON. COUNTY HOSPITAL. (880 Beds.) Required, 
RESIDENT HOUSE SURGEON (A) or (B2). 6 months’ 
appointment. Salary £350-£450, less £100 for residential 
emoluments. R practitioners within 3 months of qualification 
may apply. 

Applications to ma forwarded as soon as possible to— 

RICHARDS, Secretary, St. Helens and 
Disiriet Hospital Management Committee. 

Group Office, County Hospital, Whiston, near Prescot , Lanes. 
WICKFORD. RUNWELL HOSPITAL, near Wickford, Essex. 
(1032 Beds.) Applications invited for appointment of HOUSE 
PHYSICIAN (Male or Female), Junior House Officer, third 
year. There are excellent opportunities for up-to-date experi- 
ence and postgraduate work in all branches of psychiatry, 
including treatment of neuroses. Opportunities will be given 
at the Hospital for clinical instruction for the D.P.M. Salary 
£450 p.a., less £100 for residential emoluments. R practi- 
tioners holding A posts may apply, when appointment will be 
limited to 6 months. 

Applications, stating age, &c., with copies of testimonials, 
should be sent to the Secretary, ey soon as possible. 

FirzROoY KELLY, Secretary. 
WARWICK HOSPITAL. Tiare ore vacancies for posts of :— 

ORTHOPZDIC HOUSE SURGEON. 

CASUALTY AND O RIHOP MDIC HOUSE SURGEON. 
Salary in both cases 2360-2350 p.a., depending on experience, 

lus full residential emoluments. ‘Well-equipped Orthopeedic 
nit of 50 Beds, full physiotherapy, occupational therapy, and 
plaster room facilities. 

Applications, with 3 recent testimonials, to be made to the 

Medical Superintendent, Warwick Hospital, Lakin-road, 
Warwick, as soon as possible. 
WEST GROMWICH _— DISTRICT GENERAL HOSPITAL, 
Edward-street, WES’ ROMWICH. (144 Beds.) RESIDENT 
CASUALTY HOUSE OFFIC ER (B2). Salary within range of 
£350-£450, according to experience, less £100 for residential 
emoluments. 

Applications should be sent to— ; 

J. O. Rosins. Secretary, 
West Bromwich and District Hospitals Group No. 18. 

West Bromwich and District General Hospital. ATS 
WEST HERTS GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications invited for post of SENIOR REGISTRAR 
ANASSTHETIST (resident). Applicants should possess the D.A. 
Salary in accordance with the National scale. 

Applications, with copies of 3 recent testimonials, should be 
forwarded immediately to—H. M. MASKELL, Secretary. 

9, Rickmansworth-road, Watford, Herts. 
WOLVERHAMPTON HOSPITAL MANAGEMENT COMMITTEE, 
GROUP NO. 16 BIRMINGHAM REGION. Applications invited from 

registered medical practitioners for appointment of GROUP 
REGISTR AR ANASSTHETIST (resident) available now. Post 
will be based on New Cross Hospital. Holder may also be 
called upon to administer anesthetics at other hospitals in the 
group, particularly the Women’s Hospital and the Eye Infirmary. 
Salary and conditions of service will be in accordance with the 
National Health Service regulations. 

















YORK A AND TADCASTER HOSPITAL MANAGEMENT COM- 
MITTEE. Required, SENIOR HOUSE SURGEON. Previous 
obstetric experience is essential. Appointment now vacant. 
Post is resident at the Maternity Hospital, York (44 Beds). 
Salary and conditions of service are those agreed by the Ministry 
of Health and the medical profession for House Officers, the 
point of the scale being determined by the House Officer posts 
previously held by the applicant. Post recognised by the College 
for the diploma of M.R.C.O.G. R practitioners holding A posts 
may apply, when appointment for 6 months. 
Applications, giving age, qualifications, and previous experi- 
ence, should be addressed as soon as possible to 
FRANK A. MILNES, F.H.A., A.L.A.A., Secretary. 
Bootham Park, York. 
YORK. CITY HOSPITAL. (180 Beds.) Required, House Surgeon 
(A) or (B2).  Appointmé@ft for 6 months and the post is vacant 
from 26th January, 1950. Salary £350 for first post held, 
£400 for second post held, £450 for third post held, with a 
deduction of £100 p.a. for residential accommodation. 
Applications, giving details of age, nationality, experience, 
and qualifications, with 2 testimonials, to be forwarded 
immediately to— 
F. A. MILNES, F.H.A., A.L.A.A., Secretary, 
York A and Tadcaster’ Hospital Management Committee. 
Bootham Park, York. 
WORKINGTON INFIRMARY. West Cumberland Hospital 
MANAGEMENT COMMITTEE. Locum OBSTETRICAL AND 
GYNACOLOGICAL JUNIOR REGISTRAR or HOUSE 
OFFICER urgently required for period 17th December—5th 
January next. 
Applications should be sent immediately to the Secretary. 











Public Appointments 


ABERDEEN. CORPORATION OF THE CITY OF ABERDEEN 
HEALTH AND WELFARE DEPARTMENT. There are vacancies in 
above Department for 2 ASSISTANT MEDICAL OFFICERS. 
Candidates must be under 45 years of age and must be registered 
medical practitioners ; possession of the D.P.H. will be regarded 
as an advantage. One officer will be engaged largely on medical 
welfare work and the other officer will, amongst other duties, be 
required to undertake the mental assessment of children and should 
be qualified and experienced in this work. Salary scale £735 p.a., 
by annual increments of £25 to £935 p.a., with placing according 
-to experience. Posts are superannuable, and the candidates 
‘selected for appointment will be required, before appointment, 
to pass a medical examination. 

Application forms obtainable from the Medical Officer of 
Health, Willowbank House, Willowbank-road, Aberdeen, with 
whom these forms should be ledged, with 1 copy. of each of 
3*vecent testimonials, on or before ae December, 1949. 

RENNIE, Town Clerk. 

Town House, Aberdeen, 24th wiguehee 1949. 

BIRMINGHAM. CITY OF BIRMINGHAM. Applications invited 
for appointment of ASSISTANT MEDICAL OFFICER (Male 
or Female) in the Maternity and Child Welfare Department. 
Duties will include work in connexion with children of all ages 
in the care of the Children’s Committee. Applicants should 
have had experience in work with mothers and children, 
including a 6 months’ resident post in a maternity hospital and 
in a children’s hospital. The D.P.H. or D.C.H. will be considered 
an additional qualification. Salary scale £735 p.a., by annual 
increments of £25 to maximum of £935 p.a.; the commencing 
salary within that scale depending on the medical officer’s 
experience. Appointment subject to provisions of Local Govern- 
ment Superannuation Act, 1937, and successful candidate 
required to pass a medical examination. Appointment subject 











Applications, with copies of 3 recent testimonials, to be sent 
to W. COCKBURN, Secretary of the Group, at the Royal Hospital, 
WwW olverhangpton. 


WREXHAM AND EAST DENBIGHSHIRE WAR MEMORIAL 
HOSPITAL. (170 Beds.) Required, RESIDENT HOUSE 
SURGEON in the Casualty and Fracture Department, for a 
6 months’ appointment commencing immediately. Salary 
and conditions of service are in accordance with the new terms 
introduced. 

Applications, stating age, nationality, qualifications, with 
copies of 2 testimonials, to— 

WILLIAM JONES, Secretary, Wrexham, Powys and: 
Mawddach Hospital Management Committee. 
Maelor General Hospital, Croesnewydd-road, Wrexham. 








YORK. CITY HOSPITAL. (180 Beds.) Required, Resident Anzs- 
THETIST. Appointment for 6 months. Duties to commence 
as soon as possible. Post will be recognised for the D.A. Salary 
£350 p.a. for first post held, £400 p.a. for the second post held, 
£450 p.a. for the third post held, with a deduction of £100 p.a. 
for residential accommodation. 

Applications, giving details of age, nationality, experience, 
and qualifications, with 2 testimonials, to be forwarded to— 

F. A. MILNES, F.H.A., A.L.A.A., Secretary, 
York A and Tadcaster Hospital Management Committee. 
Bootham Park, York. 





YORK A AND TADCASTER HOSPITAL “AL MANAGEMENT COM- 
MITTEE. COUNTY HOSPITAL. (206 Beds.) CITY aes. (180 
Beds.) E.N.T. HOUSE SURGEON (B2). The E.N.T. Depart- 
ment (which is mainly at York County Hospital) ‘has approxi- 
mately 30 Beds, is recognised for the D.L.O. and offers excell ent 
opportunities for learning the ‘specialty. Appointment for 6 
months initially, previous experience preferred, but not essential. 
Residence at County Hospital, York, available. Salary £400 p.a. 
for second post held, £450 for third post held, with a deduction 
of £100 for residential accommodation. Appointment now 
vacant. 

Applications, giving details of age, nationality, experience, 
and ares with 2 testimonials, to be forwarded immedi- 
ately to F. MILNES, F.H.A., A.L.A.A., Secretary. 


Bootham Park, York. 





to 1 month’s notice on either side. 

Applications, endorsed ‘“ Assistant Medical Officer for 

Maternity and Child Welfare,”’ giving full details of training and 
experience, with copies of 3 recent testimonials, should be 
submitted on a form obtainable from the Medical Officer of 
Health, Council House, Birmingham, 3, and returned to him 
on or before 3lst December, 1949. 
CORNWALL. COUNTY OF CORNWALL. Applications invited 
from registered medical practitioners holding the D.P.H., or its 
equivalent, for the combined appointment of ASSISTANT 
COUNTY MEDICAL OFFICER OF HEALTH AND MEDICAL 
OFFICER OF HEALTH for the under-mentioned area :— 

Area 1V: comprising Fowey Borough, Lostwithiel Borough, 
St. Austell Urban District, Newquay Urban District, St. Austell 
Rural District. 

The salary for a combined appointment will be at rate of 
£1040 a year, in addition to which a cost-of-living bonus of 
£60 a year is at present payable. Appointment is pensionable, 
and successful candidate will be required to pass a medical 
examination. 

Further particulars obtainable, on receipt of a stamped 
addressed envelope. from the County Medical Officer, County 
Hall, Truro, to whom applications, with 1 testimonial and 
names of 2 persons to whom reference may be made, should be 
addressed, by 7th ag ng (A 1950. 





. VERGER, Clerk of the County Council. 

KINGSTON U UPON “HULL CORPORATION HEALTH DEPART- 
MENT. Applications invited from qualified persons of either sex 
for post of ASSISTANT MEDICAL OFFICER OF HEALTH, 
with duties mainly in the school health service. The possession 
of a qualification in public health or the D.C.H. considered an 
advantage. Preference given to candidates who are approved 
by the Ministry of Education for the purpose of ascertainment 
of eduvationally subnormal pupils. Inclusive salary commences 
at £835 p.a. and rises by annual increments of £25 to £935 p.a., 
and will be subject to adjustment in accordance with any agree d 
national scale which may be adopted by the Kingston upon Hull 
Corporation. 

Forms of application obtainable from, and should be returned 
to, the Medical Officer of Health, Guildhall, Kingston upon Hull. 
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ESSEX COUNTY COUNCIL. Ilford Health Area. Applications 
invited for appointment of ASSISTANT MEDICAL OFFICER 
on the staff of the Essex County Council in the Department of 
the Area Medical Officer for the Borough of Ilford. Scale of 
salary attaching to appointment is £750 p.a., by annual incre- 
ments of £25 to maximum of £950 p.a., plus such bonus as the 
Council from time to time decide, whic h at present amounts to 
23s. per week. Commencing salary will be fixed according to 
experience and qualifications. A travelling allowance is also 
payable in respect of the use of private cars on Council duties in 
accordance with the Courcil’s scale. Duties are mainly concerned 
with Part III (local health) and School Health Services, with 
such other duties as may be assigned. Successful candidate 
required to give whole-time service to the County Council, to 
pass a medical examination, and to contribute to the Council’s 
superannuation fund. 

Forms of application obtainable from undersigned, 
they must be returned, duly completed, by 31st 
1949. DE FP 

Town Hall, Ilford, December, 1949. 
ESSEX COUNTY COUNCIL. Dagenham Borough Council. Appli- 
cations invited for posts of ASSISTANT COUNTY MEDICAL 
OFFICER OF HEALTH and ASSISTANT MEDICAL 
OFFICER OF HEALTH, which are combined for the purpose 
of 1 whole-time appointment. Appointee required to devote 
80% of his time te duties for the County Council and 20% of his 
time to duties for the Borough Council, and in the absence of the 
Medical Officer of Health for the Borough, to act as his Deputy. 
Applicants must possess the D.P.H., or a similar qualification, 
and preference given to applicants with experience in public 
health duties. Duties of the County Council appointment will 
be in connexion with the school health and maternity and child 
welfare services. Scale of salary £750 a year, by annual incre- 
ments of £25 to "£950 a year. In addition the sum of £50 a year 
will be paid by the Borough Council for duties as Deputy to the 
Medical Officer of Health. In respect of both appointments 
such bonus (if any) and travelling expenses as may be determined 
from time to time will be paid. The appropriate statutory 
superannuation provisions will apply. 

Application forms obtainable from the Clerk of the Essex 
County Council, County Hall, Chelmsford, to whom they should 
be returned, with copies of 1-3 recent testimonials, as soon as 
practicable. Canvassing, directly or indirectly, will disqualify. 
FACTORY DOCTORS: Factories Acts, 1937 and 1948. The 
following appointment as Appointed Factory Doctor under the 
Factories Acts, 1937 and 1948, is vacant. Applications should 
be sent to the ? _ Inspector of Factories, 8, St. James’s-square, 
London, 8.W. 


to whom 
December, 
NICHOLLS, Area Clerk. 


Latest date for receipt 

District County of application 

HELSBY CHESTER 7TH JANUARY, 1950 
LANCASHIRE COUNTY COUNCIL. Divisional Health Services. 
Applications invited for positions of ASSISTANT DIVISIONAL 
MEDICAL OFFICERS. The appointments, which will be made 
by the appropriate Divisional Health Committees, will be 
whole-time and will be subject to the standing orders of the 
County Council. Duties will include the medica! inspection of 
school-children, maternity and child welfare work, and such 
other duties, including matters of administration in connexion 
with the services, as the County Council or the Divisional Health 
Committee may direct. Appointees may be required to carry 
out clinical work in hospitals and Outpatients’ Departments 
under arrangements which may be made with the Regional 
Hospital Boards and to take refresher or other prescribed 
courses of instruction. Preference given to candidates who have 
held previous hospital appointments and have had special 
experience in children’s diseases. Possession of a D.P.H. is 
desirable and will be an essential qualification for promotion to 
senior administrative posts. Salary £860 p.a., by annual incre- 
ments of £50 to £1060 p.a. Appointment subject to passing a 
medical examination and successful candidates required to 
contribute to a superannuation fund. 

Forms of application and further particulars obtainable from 
the County Medical Officer of Health, Public Health Depart- 
ment, County Offices, Preston, to whom applications should be 
forwarded by 14th January, 1950. All communications must be 
endorsed ‘* Assistant Divisional Medical Officer.’ 

R. Apcock, Clerk of the County Council. 
_ County Office es, Preston, December, 1949 


ROYAL NAVAL MEDICAL SERVICE 


Candidates are invited for service as Medical Officers 
in the Royal Navy—preferably below 28 years. 


| They must be British subjects whose parents are 
| British subjects, be registered under the Medical Acts, 
and be medically fit. No professional examination will 
be held but an interview will be required. 


Initial entry will be for 4 years’ short service after 
which gratuity of £600 (tax free) is payable, but per- 
manent commissions are available for selected short 
service officers. 





Ante-dates of seniority up to 12 months may be given 
for service in recognised civil hospitals. 


For full details apply MEDICAL DIRECTOR-GENERAL, 
| Queen Anne’s Mansions, St. James’s Park, London, 8.W.1. 





MINISTRY OF PENSIONS. 
Childwall Hospital, Liverpool (for the treatment = ea 
medical and surgical and tropic al cases—227 Beds) 

A vacancy for a SENIOR MEDICAL OFFICER exists in 
above-named Hospital and applications are invited from 
suitably qualified registered medical practitioners. Candidates 
should hold a higher qualification. Salary range £900—£1300 p.a., 
plus free board and lodging or £100 p.a. in lieu if non-resident. 
Applications from R practitioners now holding B1 posts cannot. 
be considered unless they are ineligible for H.M. Forces. 

Applications, stating age, qualifications with dates, and 
nationality, with copies of 2 recent testimonials, should be 
addressed to the Secretary (M.S.2), Ministry of Pensions, Norcross, 
Blackpool, Lancs, and must be received by 3ist December, 1949. 


NOVA SCOTIA. Applications invited for following position :— 
PROVINCIAL PATHOLOGIST of the Department of Public 
Health, Province of Nova Scotia, Canada, and Professor of 
Pathology and Head of Department at Dalhousie University, 
Halifax, N.S. Applicant must be medically qualified with not 
less than 10 years’ experience in pathology, including histo- 
pathology, hematology, and forensic medicine. 

Inquiries and applications, with credentials, should be addressed 
to Civil Service Commission, Provincial Building, Hollis-street, 
Halifax, N.S., or Dr. H. G. GRANT, estan of Faculty of Medicine, 
Dalhousie U hiversity, Halifax, N.S 


PERSIAN GULF. GOVERNMENT OF BAHRAIN invites appli- 
cations for post of ASSISTANT to the State Medical Officer, 
Bahrain, whose duties would be public health work and the 
creation of a Public Health Department. Age 26-30. Salary 
Rs.1000 per month (Rs.1 = 1s. 6d.), plus 20 % dearness allowance, 
rising by increments of Rs.50 p.m. annually. No income-tax. 
Free quarters with furniture and car. Leave accumulates at 
24 months for each year’s service. Agreement for 4 years, 
renewable by mutual consent. Knowledge of Arabic must 
subsequently be acquired. 

Applications should be addressed to the Adviser, Bahrain 
Government, Bahrain. 


ROYAL NEW ZEALAND NAVY. 2 legally qualified medical 
practitione rs are required for appointment as MEDICAL 
OFFICERS for 3-year short service commissions in the R.N.Z.N. 
On entry a uniform grant of £121 10s. is paid and a gratuity of 
£50 p.a. may be payable on completion. Pay: single £610 p.a., 
married £720 p.a. An increment is payable after 2 years’ service 
Uniform upkeep and other allowances are also payable. Oppor- 
tunity will be given for Officers to spend up to 2 months hospital 
service each year in a major New Zealand teaching hospital. 
In addition a bursary for postgraduate study or a grant in 
lieu will be available on discharge. 

Full details available from R. N. ;2. N. Headquarters, Halifax 
House, 51—55 Strand, London, W.C.2. 


STAFFORDSHIRE COUNTY COUNCIL. Uttoxeter Urban and 
RURAL DISTRICTS. Applications invited for joint whole-time 
appointment of AREA MEDICAL OFFICER of the County 
Council and MEDICAL OFFICER OF HEALTH of the 
Uttoxeter Urban District Council (estimated population 7280) 
and the Uttoxeter Rural District Council (estimated population 
10,710): the estimated population of the Area for County 
purposes is 32,410, and appointee will be centred at Uttoxeter. 
Salary scale £1160 p.a., by annual increments of £50 to maximum 
of £1310, and the selected candidate will be required to provide 
a motor-car for which he will receive allowances in accordance 
with the County Council scale. Applicants must be fully qualified 
medical practitioners holding the D.P.H., and pre ference given 
to those with administrative and other experience in general 
public health and maternity and child welfare work. The 
candidate appointed will, as regards his duties as Area Medical 
Officer, which will include some clinical work in the School and/or 
Mate nity and Child Welfare Services, act under the direction of 
the County Medical Officer of Health and will be required to 
perform such other duties as may from time to time be prescribed. 
As regards his duties as Medical Officer of Health, he will be 
subject to the sole control and direction of the local Sanitary 
Authorities. The joint appointment is subject to the provisions 
of the Local Government Superannuation Acts, and successful 
candidate will be required “to pass a medical examination and 
produce his birth certificate. It will be subject to the approval 
of the Ministers of Health and Education and also, as far as the 
offices of Medical Officer of Health are concerned, to the provi- 
sions of the Sanitary Officers (outside London) Regulations, 
1935, and will be terminable by 3 months’ notice in writing on 
either side, together with the consent of the Minister of Health. 

Forms of application obtainable from the Clerk of the County 
Council should be returned to him by first post, 31st December, 
1949, with copies of 1-3 recent testimonials. 

T. H. Evans, Clerk of the County Council. 
FRANK F. H AWTHORN, Clerk of the 
Uttoxeter Urban and Rural District Councils. 
County Buildings, Stafford, 6th December, 1949. 


YORK. CITY OF YORK EDUCATION COMMITTEE. Applica- 
tions invited for post of SENIOR SCHOOL DENTAL OFFICER 
in the School Dental Service. Salary scale £900—£35-£1150 p.a. 
Applicants must be fully qualified and registered dental surgeons. 
Starting salary may be determined according to the candidate’s 
experience and qualifications. The tenancy of a house, in 
accordance with the Corporation’s scheme, will be offered in 
connexion with the post if considered necessary. There are 2 
posts of Assistant School Dental Officer. Appointment subject 
to Local Government’s Superannuation Act, 1937, and to the 
passing of a medical examination. 

Further particulars and form of application obtainable from 
undersigned on receipt of .a stamped addressed envelope and 
should be returned by 7th January, 1950. 

H. OLDMAN, Chief Education Officer. § 

Education Offices, 5, St. Leonard’s, York 
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General Practice 
For an Executive Council post apply on form E.C. 16 obtainable from 
the council. Mark envelope ‘‘ vacancy."* 


KENT AND CANTERBURY EXECUTIVE COUNCIL. Vacancy, 
PEMBURY, KENT. Applications invited for vacancy (rugal). List 
at present approximately 1880. Residence and surgery available 
for purchase. Apply on E.C.16 before 31st December, 1949, to 
undersigned, giving details of professional experience, age, 
other supporting particulars, and any references it is desired to 
submit. W. HEWETSON, Clerk, 
Kent and Canterbury Executive Council. 

11, Station-road, Maidstone. 
MARPLE, CHESHIRE. Applications invited for Vacancy mixed 
urban and rural. List at present approximately 2500. Residence 
and surgery available. Apply on Form E.C.16 before 28th 
December, 1949, to undersigned, giving details of professional 
experience, age, other supporting particulars, and any references 
it is desired to submit. CHESHIRE EXECUTIVE COUNCIL. 

28, Nicholas-street, Chester. : 


Appointments too Late for Classification 








| 


MANCHESTER, 20. WITHINGTON HOSPITAL. (800 Beds.) 
Applications invited for appointments of HOUSE OFFICERS 
for Medical and Surgical Units at the Withington Hospital, 
vacant in mid-January, 1950. Salary and conditions in accord- 
ance with Ministry of Health terms and conditions. 

Applications, stating age, experience, and qualifications, and 
‘names of 2 referees, to be forwarded to the Medical Superin- 
tendent, Withington Hospital, West Didsbury, Manchester, 20, 
by 24th December, 1949. 

A. H. KEATES, Secretary 

South Manchester Hospital Manageme nt Committee. 


EXETER. ROYAL DEVON AND EXETER HOSPITAL. (300 Beds 
—10 Resident Medical Staff employed.) EXETER AND MID-DEVON 
HOSPITALS MANAGEMENT COMMITTEE. Required, HOUSE 
SURGEON (A), Male or Female, post vacant 29th January, 
1950. Appointment for 6 months. Salary £350, £400, or £450 
p.a., less deduction of £100 p.a. for full residential emoluments 
(National Health Service terms and conditions). Practitioners 
within 3 months of qualification and liable under the National 
Service Act may apply. 

Applications, with copies of 2 recent testimonials, should be 
forwarded on or before 3lst December, 1949, to the Senior 
Administrative Officer. 





ROYAL FREE HOSPITAL GROUP. (The Royal Free Hospital; 
The Hampstead General Hospital; The Elizabeth Garrett 
Anderson Hospital.) Applications invited from either Men or 
Women medical practitioners for appointment of SENIOR 
REGISTRAR to the Pathology Unit for work at 1 of the above 
Hospitals. Successful candidate may be called upon to undertake 
teaching duties under the direction of the Professor of Pathology. 
Applicants must not be more than 10 years’ qualified, and 
applications from R practitioners cannot be considered unless 
they are ineligible for H.M. Forces. Salary and conditions in 
accordance with those laid down by the Ministry of Health. 
Duties to comménce Ist February, for 1 year in the first instance. 

Application forms obtainable from oe Secretary, The Royal 
Free Hospital, Gray’s Inn-road, W.C.1, to whom soaagemnen 
applications should be returned by Siet December, 1949 
WESTMINSTER HOSPITAL, St.John’ s-gardens, S.W.1. Required, 
ANASTHETIC REGISTRAR. Commencing salary £775 p.a. 
Appointment for 1 year in the first instanc ea. 

Applications (6 copies), with copies of 2 recent testimonials, 
should be addressed to CHARLES M. POWER, Esq., House 
Governor and Secretary, by 7th January, 1950. 
WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. Required, 
JUNIOR REGISTRAR to the Radiotherapy Department. 
Appointment for 1 year. Salary £670 p.a. Facilities will be 
given for D.M.R. studies. 

Applications (6 copies), with copies of 2 recent testimonials, 
should be addressed to CHARLES M. PowE R, Esq., House 
Governor and Secretary, by 31st December, 1949 
BRADFORD. ST.LUKE’S HOSPITAL. (1080 Beds.) Wewss Surgeon 
(A) or (B2), orthopzedic and casualty, required for 6 months, 
post now vacant. Salary £350—-£450 p.a., less £100 for residential 
emoluments. R practitioners holding A posts may apply. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of recent testimonials, should reach 
undersigned at the Royal Infirmary, Bradford, by 28th 
December, 1949. H. Trusson, Secretary. 

Bradford A Group Hospital Management Committee. 


BRIGHTON, 7. ROYAL SUSSEX COUNTY HOSPITAL. (304 
Beds.) BRIGHTON AND LEWES HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON (A) or (B2) to E.N.T. Department with 
casualty duties, vacant 3rd January, 1950. Salary £350-£450 
p.a., according to experience, less £100 in respect of board- 
residence. 

Applications, with full details of experience, &c., and enclosing 
copies of 3 recent testimonials, should be sent to the Adminis- 
trative Officer, at the Hospital not later than 1 week after the 
appearance of this advertisement. 


CAMBRIDGE. THE UNITED CAMBRIDGE HOSPITALS. 
Required, HOUSE SURGEON (B2), Male or Female, resident, 
to the Department of Otolaryngology at Addenbrooke’s Hospital, 
post vacant 2nd February, 1950. Appointment limited to 
6 months. Salary in accordance with the terms and conditions 
of service for hospital medical and dental staff (gross salary 
between £350 and £450 p.a.). R practitioners holding A posts 
may apply. An R practitioner who has already held one B2 
post may apply, subject to the permission of the Central Medical 
War Committee. 

Applications, stating age, qualifications with dates, and 
nationality, with copies of 3 recent testimonials, should be sent 
by 24th December, 1949, to J. A. BEARDSALL, Secretary. 


CAMBRIDGE. THE UNITED CAMBRIDGE HOSPITALS. 
Required, HOUSE SURGEON (B2), Male or Female, resident 
to the Orthopeedic and Fracture Department at Addenbrooke’s 
Hospital, post vacant Ist February, 1950. Appointment limited 
to 6 months. Salary in accordance with the terms and conditions 
of service for hospital medical and dental staff (gross salary 
between £350 and £450 p.a.). R practitioners holding A posts 
may apply. An R practitioner who has already held one B2 
post may apply, subject to the permission of the Central Medical 
War Committee. 

Applications, stating age, qualifications with dates, and 
nationality, with copies of 3 recent testimonials, should be sent 
by 24th December, 1949, to J. A. BEARDSALL, Secretary. 
MANCHESTER, 20. WITHINGTON HOSPITAL. Required, 
REGISTRAR to the Surgical Unit. Salary and conditions in 
accordance with Ministry of Health terms and conditions. 

Applications, stating age, experience, qualifications, and 
names of 2 referees, to be forwarded by 3rd January, 1950, 
to— A. H. KEATEs, Secretary, 

South Manchester Hospital Management Committee. 

Christie Hospital and Holt Radium Institute, 

Manchester, 20. 





IVYBRIDGE, 'S. DEVON. MOORHAVEN HOSPITAL (for Nervous 
and Mental Disorders). MOORHAVEN HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR REGISTRAR (B1) required immediately. 
Excellent opportunities for postgraduate work in all branc hes 
of psychiatry, including outpatient work in Department of 
Psychological Medicine, and Department of Neurology in 
Plymouth. Possibility of work in Child Guidance Clinic and 
M.D. Institution. Weekly clinical case conferences held. Candi- 
dates should have been registered as medical practitioners for 
at least 4 years and have wide experience in general medicine 
and appropriate experience in psychiatry. Salary in accordance 
with Ministry.terms and conditions of service of hospital medical 
and dental staff. Board and accommodation will be provided 
at an agreed charge, but no married quarters are available. 

Application forms from Dr. FRANCIS PILKINGTON, Physician- 
Superintendent. 


KEIGHLEY VICTORIA HOSPITAL. (146 Beds. ) “Required, Junior 
HOUSE SURGEON (A), vacant 25th January, 1950. 6 months’ 
appointment. Salary in accordance with National Health 
Service terms and conditions of service of hospital medical and 
dental staff (England and Wales). R practitioners within 3 
~ months of qualification may apply. 

Applications, stating age, qualifications, experience, and 
nationality, with copies of recent testimonials, to be forwarded 
as soon as possible to the Secretary, Bingley, Keighley, Skipton 
and —— Hospital Management Committee, Administrative 
Offices, John’s Hospital, Keighley. C anvassing in any form 
is prohibited. 


KEIGHLEY VICTORIA HOSPITAL. (145 Beds. ) Required, House 
PHYSICIAN (B2), vacant 3rd February, 1950. 6 months’ 
appointment. Salary in accordance with National Health 
Service terms and conditions of service of hospital medical and 
dental staff (England and Wales). R practitioners holding A 
posts may apply. 

Applications, stating age, qualifications, experience, and 
nationality, with copies of recent testimonials, to be forwarded 
as soon as possible to the Secretary, Bingley, Keighley, Skipton 
and Settle Hospital Management Committee, Administrative 
Offices, St. John’s Hospital, Keighley. Canvassing in any form 
is prohibited. 








Miscellaneous 





Wanted, part-time Surgeries or Factory appointment, img 
by Scottish doctor, 18 years’ experience.—Address, No. 
THE LANCET Office, 7, Adam-street, Adelphi, London, Wes 


Secretaries, Receptionists, supplied to Specialists, General Practi- 
tioners, Hospitals. No fee employer.—MEDICAL SERVICES 
EMPLOYMENT BUREAU, 23, Mount Park-road, W.5 (PERivale 
1976). Established 1943. 





Radium: You can hire up to 100 mgms. of radium ‘element made 
up to any required specification for the moderate fee of £5 5s. 
from: J. C. GmBertT LTp., Columbia House, Aldwych, W.C.2 
(Tel. : CHAncery 6060). 

Microscopes wanted. Highest prices paid for good modern instru- 
ments. Send your equipment for valuation or write.—WALLACE 
HEATON, LTD., 127, New Bond-street, W.1 


Portable Boyle apparatus with four-yoke csttuii stand and dry 
flowmeters, together with sundry instruments for endotrac heal 
intubation. Can be inspected at A. Charles King Ltd., 
Devonshire-place, with view to purchase.—Address, No. 356 
THE LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 





Applicants for posts, requiring testimonials copied or duplicated 
should communicate with MANTON SECRETARIAL SERVICE, LTD., 
98, Victoria-street, 8.W.1 (Phone: VICtoria 0141), who are 
specialists in this kind of work. 











Members of the profession who are concerned to review their 





position in relation to insurance, education policies, and pension 
schemes are invited to consult Donald Macleod who is especially 
qualified to answer their problems and resolve their difficulties. 


Write or telephone for an appointment without obligation to 
DONALD MACLEOD 

Life Underwriter 
Manufacturers Life Insurance Company of 
243, Regent Street, London, W.1. Telephone : 


Canada 
REGent 6833 
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LUTOCYCLIN 
*LINGUETS’ 


(ETHISTERONE CIBA) 


The orally active progestogen in its 


most economical form 


SUBLINGUAL ABSORPTION 


can double the effectiveness of ethisterone because 
hepatic and intestinal inactivation are avoided. 
The maximal utilisation of the dose administered 


is therefore ensured 


5, 10 and 25 mg. ‘ LINGUETS’ are available 


LUTOCYCLIN 


(PROGESTERONE CIBA) 


AMPOULES ‘*CRYSTULES’ IMPLANTS 


9 


2, 5, 10, 25 mg. 50 mg. 100 mg. 
provide progesterone in forms to meet all present 


day therapeutic requirements 


(‘ Lutocyclin’ and ‘ Linguet’ are registered trade marks) 


CIBA LABORATORIES LIMITED 


Horsham, Sussex 


Telephone: Horsham 1234 Telegrams: Cibalabs, Horsham 



























































